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Problems in Psychiatric Classification * 


ISIDORE S. EDELMAN 
Captain, M. C. 


Classification of psychiatric disorders is 
a difficult and vexing problem. This is shown 
by the fact that almost every year, special 
committees of the American Psychiatric As- 
sociation meet to decide on the terminology 
and classification to be used for the follow- 
ing year. Cognizant of this problem, the 
Medical Department of the U. S. Army, on 
October 19, 1945 issued a complete revision’ 
of the existing classification scheme as out- 
lined in “Army Regulations +40-1025” 
which had been published less than a year 
previously on December 12, 1944. The pur- 
pose of this paper is to study the efficiency 
of psychiatric classification in a limited 
group of cases. This will be accomplished 
by comparing the extent of agreement on 
the diagnoses by the different psychiatrists 
handling these cases. Since under an Army 
structure, patients of necessity pass through 
many medical installations, we have a num- 
ber of different medical officers handling the 
same patient and thus it is possible to com- 
pare their diagnoses. In this study, the ex- 
tent of agreement on the diagnoses in a se- 
ries of cases was taken as a measure of the 
efficiency of the classification scheme as it 
is actually used. 


Method: 


The method used to compile the statistics 
for this paper was to select at random 200 


ee 


*Read at the 475th meeting of the Medical Association 
of the Isthmian, Canal Zone, June 18, 1946. 


cases from the files of Corozal Hospital and 
to chart the diagnosis as made on transfer 
of the patient to this hospital and compare 
it to the one made on evacuation. In all 
cases, the transferring installations were the 
Gorgas Hospital, Ancon, C. Z., and the 262nd 
General Hospital, Ft. Clayton, C. Z. The 
only criteria used in selecting the cases 


were, that a definite diagnosis was recorded 
by both transferring and evacuating psychi- 
atrists (cases listed as—observation for 
mental disease were thus eliminated), and 
that all cases must have been hospitalized 
after January, 1940 so that they were all of 


recent date. Since all of the patients under 
consideration were military personnel, this 
study is limited to young males (age range 
17-46 years) who for the most part had no 
previous complaint. In order to avoid any 
possible “slanting” of the data, cases in 
which the author participated as psychia- 
trist were eliminated from the series. 


Results: 

In analyzing the results, the psychiatrists 
were tabulated as being in “compiete agree- 
ment” when they recorded the same generic 
and specific class as the diagnosis for the 
patient under consideration; as being in 
“partial agreement” when they recorded the 
same generic class but disagreed as to the 
specific type of disorder they were dealing 
with; and as in “disagreement” when they 
recorded different generic classes as the di- 
agnosis for the case. 
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TABLE No. 1—SUMMARY OF DATA 
Total number of cases (hospital- 
ized after January, 1940): 
Age Range: 
Total number of Psychiatrists: 
Number of Psychiatrists record- 
ing admission diagnoses: 
Number of Psychiatrists Evacu- 
ation diagnoses: 

Number of cases diagnosis agreed 
upon: 88 
Percent of cases agreed upon: 44% 

Number of cases in which diag- 
nosis partially agreed upon: 28 

Percent of cases in which diag- 
nosis partially agreed upon: 


Number of cases in which diag- 
nosis disagreed upon: 84 


Percent of total cases disagreed 
upon: 

Average length of hospitalization: 
From table +1 we see that in 42% of the 

cases (84 out of 200), there was complete 

disagreement as to the diagnosis. In addi- 


200 
17 yrs. to 46 yrs. 
14 (+4) 


8 (+2) 
6 (+2) 


42% 
1.5 months 


tion, in 28 other cases there was only partial 
agreement so that in only 44% (88 out of 
200) was there agreement as to the specific 
type of disorder the patient presented. Even 
if we accept agreement on the generic group- 
ing as adequate for the nosological handling 


of the patient, we still have only 58% of the 
cases with such agreement. It seems patent 
that this degree of disagreement as to the 
diagnosis of psychiatric patients indicates 
a high degree of nosological inefficiency. 


If we analyze the data to throw it into its 
worst light, we find that in 88 cases in which 
there was agreement, 25 cases were recorded 
as “PSYCHOSIS, TYPE UNCLASSIFIED” (see 
table #2). 


TABLE NO. 2 
Total number of cases: 
Number agreed upon: 88 


Number diagnosed as Psychoses Unclassi- 
fied in agreed cases: 25 


Percent of ‘“Psychoses Unclassified in 
agreed cases: 


Thus in 35% of the cases in which there 
was complete agreement, the psychiatrists 
agreed that within the frame-work of our 
present nosological structure, these patients 
could only be listed in terms of the over-all 
type of disorder, but did not fit into any of 
the generic groups available. Actually in 
only 63 cases out of 200 did the psychiatrists 
agree as to the specific type of disorder they 
were studying. 


32.2% 
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TABLE No. 3 


Total number of cases: 200 
Number of cases in which disagreement as 
to diagnosis: 84 
Number of cases Partial agreement (Ge- 
neric) term agreed on: 28 
Number of cases with agreement but as 
“Psychosis Unclassified” : 25 
Number of complete agreement as specific 


type: 63 
Percent of complete agreement as to spe- 

cific type: 81.5% 

From table +3 we see that in only 31.5% 
of the cases (63 out of 200) was their agree. 
ment as to the specific type of disorder yp. 
der consideration. This is the worst side of 
the picture. Even looking at its best Side, 
agreement as to general categories, was gb. 
tained in only 58% of the cases. This ap. 
pears to be a far from satisfactory result jp 
categorizing these patients. 

In many statistical reports in the litera. 
ture, results of treatment and distribution 
of psychiatric disorders in terms of age, race 
and sex, are analyzed with specific diagnoses 
as well as generic groups as one of the base 
lines in the studies. 

TABLE No. 4 
Number of cases agreed upon as Dementia 

Praecox—Schizophrenia: 50 
Number of cases specific type of Schizophre- 

nia agreed upon: 25 
Percent agreement as to sub-grouping in 

Schizophrenia—Dementia Praecox: 50% 

Examining table #4 we find that of the 
116 cases in which there was agreement in 
terms of generic class diagnosis, that i 
were designated as “SCHIZOPHRENIA” (or 
Dementia Praecox). Of the 50 cases so di 
agnosed, in only 25 (or 50%) did the psy- 
chiatrists agree as to the specific sub-type. 
Kraepelin in his original classification sys- 
tem, liste 11 sub-types of Dementia Prae- 
cox.? In recent times this has been reduced 
to 4 sub-types (plus an unclassified group), 
yet we find considerable disagreement in our 
series as to how to categorize these patients 
into even the 4 types now used. If similar 
studies in other institutions were to show 
comparable results, this would cast doubt a 
to the reliability of statistical studies thal 
used specific sub-types as a base for analyz 


ing data. 


Discussion: 
In interpreting these results, 3 possible & 
planations present themselves. Either tht 
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psychiatrists do not have the necessary skill 
and knowledge to use what is an adequate 
nosological instrument or our present classi- 
fication tool does not fit the phenomena un- 
der consideration, or both factors may be 


involved. 

Considering the first possibility, we note 
(see table #1) that a total of 14 psychia- 
trists handled the 200 cases studied. Four 
psychiatrists, handling only one case each, 
were omitted from the totals. From this we 
can immediately eliminate the possibility 
that we are dealing with a chronic difference 
of opinion between 2 or 3 psychiatrists. No 
attempt was made to investigate the train- 
ing and background of each psychiatrist but 
we do know that they were all doing psychi- 
atry on a full time basis. Since we are deal- 
ing with a fair sized group of representative 
American physicians, I do not think that 
they can be blamed as individuals for the 
above results. Rather, if it is the lack of 
psychiatric skill that is at fault, then this 
must be placed at the door of poor psychia- 
tric education, both graduate and under- 
graduate. Bennett* presents data to show 
that the general medical profession fails to 
recognize mental illness properly. It is his 
contention that the defects in the medical 
curriculum and teaching are responsible for 
this situation to a great extent. It may be 
that these same defects in teaching are at 
least partially responsible for the great dif- 
ference in nosological opinion that is re- 
vealed in the above data. However, our raw 
data as recorded does not necessarily imply 
this conclusion. Rather, it would be nec- 
essary to investigate psychiatric teachings 
in many areas before this conclusion could 
be established as fact. 


The second possible explanation for this 
extensive difference of opinion, is that our 
present system of classification is not ade- 
quate for the body of psychiatric events. 
Kraepelin‘ established the first pattern for 
our present classification system, based upon 
the concept of “MENTAL DISEASE ENTITIES.” 
Thus, the psychiatric data he obtained in a 
cross-sectional analysis of his patients, was 
organized in terms of etiology, symptoma- 
tology, course, and outcome, with paresis 
serving as the prototype for mental disease. 


However, in most cases, etiology in terms of 
single factors has not been established.® This 
would be necessary to support the concept 
of mental disease entities. To date, our han- 
dling of psychiatric patients is still widely 
performed on a Kraepelinian basis so that 
cross-sectional analysis is utilized in an at- 
tempt to diagnose a static mental disease. 


TABLE No. 5 
Number of cases disagreement: 84 
Number of disagreement as to Psychosis or 
Neurosis or no disease found:* 27 
Percent of disagreement as to Psychosis or 
Neurosis or no disease found: 32.1% 





(*In 2 cases one of the Psychiatrists made a diagnosis 
of Psychosis and the other a diagnosis of no mental dis- 
ease found.) 

In table +5 we see that in 27 of the 84 
cases in which there was disagreement, the 
psychiatrists differed as to whether the pa- 
tient was psychotic or psychoneurotic. Aside 
from the fact that this bares the fallacy of 
the existence of a sharp line of demarcation 
between psychosis and neurosis, it also 
points up the weakness of categorizing these 
patients on a cross-sectional basis. In re- 
viewing these charts we find that at the time 
the patients were seen by the various psy- 
chiatrists, they presented different pictures 
so that at one point they showed the symp- 
tomatology of a psychosis and at another 
that of a neurosis. Thus, when trying to 
handle these patients according to a static 
classification system we have a wide differ- 
ence of opinion as to what the proper diag- 
nosis should be. If a longitudinal view were 
taken of these patients, we would probably 
have considerably more concurrence on the 
part of the psychiatrists. 


Spurred by the contributions of the Freud- 
ian and psychobiological schools, psychiatry 
is now looking more toward psychogenic and 
situational factors as the basis for adjust- 
ment problems, rather than single etiologi- 
cal agents for disease entities. Maslow and 
Mittleman® point out that labels (or diag- 
noses), no matter how correct, fail to de- 
scribe the whole patient and all of his sig- 
nificant problems. The Meyerian position’ 
is that diagnosis, prognosis, and treatment 
of mental problems does not consist of mere 
identification with a standard disease pic- 
ture. Instead, this outline (complaint, symp- 
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toms, course and prognosis) is used to main- 
tain accuracy of work, statistical perspective 
and terminological clearness. Thus he dis- 
cards the concept of disease entities and uses 
the classification scheme as a practical ex- 
pedient in the handling of patients. 


Recognizing that our classification system 
is based primarily on syndromes or symp- 
tom complexes, Strecker and Ebaugh’ and 
other’ followers of the _ psychobiological 
school have reorganized their nosological 
outline in terms of “REACTION TYPES,’ indi- 
cating that the patient is being classified in 
terms of a predominant reaction pattern and 
not his underlying problems or defects. The 
Army’s revised’ classification system em- 
ploys the same approach and utilizes as 
much individual description of the patient as 
is practical in their diagnoses. However, in 
reviewing the charts under consideration, 
we find many psychiarists still working in 
terms of dementia praecox on the old Krae- 
pelinian basis. Thus, it may well be that the 
high percentage of disagreement found in 
this series is the result of trying to fit dy- 
namic phenomena into a classification sys- 
tem based on static concepts. 


The third possible explanation for the re- 
sults obtained in this series would be that 
inadequate psychiatric education, plus a 
classification system based on false premises 
were both to blame. This is probably the 
most likely of the three possibilities in that 
inadequate psychiatric education would un- 
doubtedly be inter-related with an inadequ- 
ate classification scheme. 


The series reported in this paper is smal! 
and limited so that generalizations applying 
to psychiatric practice over most of the 
United States cannot be made. However, the 
results obtained should be sufficiently dis- 
turbing to stimulate further critical analysis 
of the problem of nosology in psychiatry. 


Summary: 
1. 200 psychiatric cases were analyzed as 
to the extent of agreement on the diagnoses 
by different psychiatrists. A total of 14 
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psychiatrists were involved in this series 
In 84 cases or 42% there was complete dig, 
agreement as to the diagnosis. In 27 of the 
84 cases there was disagreement ag to 
whether the case was one of the PSychoseg 
or of the neuroses. In 2 cases, one psychia. 
trist diagnosed each case as a psychosis ang 
the other—no mental disease found, 
2. Three possible explanations for the re. 
sults obtained are offered. 
a. Poor psychiatric education has resulteq 
in inefficient use of our nosological] tool, 
b. The classification system in use dyr. 
ing this period (January 1940-October 
1945) did not fit the body of psychia. 
tric material. 
c. A combination of both a. and b. are in. 
volved (most likely explanation). 
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Use of Autobiography in P edagogical Group 


Psychotherapy 


J. W. KLAPMAN, M.D. 
Chicago, Illinois 


The practice of group psychotherapy may 
fail to recommend itself to some because of 
its alleged superficiality. It may seem at 
first glance that personality difficulties of 
any strength or depth could scarcely be un- 
covered or dealt with in the presence of the 
group. This is not necessarily true, and in 
the use of the autobiography a therapeutic 
method is afforded which possesses a great 
many of the virtues of intensive individual 


psychotherapy. 

Myerian psychobiology has stressed the 
importance of the study of the patient’s en- 
tire life history. The psychobiological ap- 
proach is obviously inherent in any adequate 
psychotherapy, but nowhere does it find a 
more direct application than in the use of 
the autobiography as part of group psycho- 
therapy. 

The autobiography was employed effec- 
tively in group psychotherapy by Schilder* 
and more recently by Kelly’ in military psy- 
chiatry. In formulating directions for writ- 
ing the autobiographies, the writer has in- 
corporated instructions from both of these 
authors, adding other data considered use- 
ful. 


Catharsis is no less effected in this way 
than in the individual interview and the re- 
lief the autobiographer gains through the 
writing of the autobiography will be por- 
trayed in his heightened interest in class 
work, the lessening of resistance, and in the 
effect on the transference. One of the ad- 
vantages of the written autobiography lies 
in the fact that as a document the trend of 
associations disclosed can be studied at lei- 
sure. The meanings and dynamic relation- 
ships are capable of more intensive study 
with greater certainty in their evaluation. 
The cooperative study of the autobiography 
by the entire group subjects the dynamic 
Processes involved to a degree of clarifica- 
tion, approached as it is through the view- 
Points of the several patients in the group, 


inducing deeper insights. The therapist, as 
moderator, exercises a corrective influence 
on the discussions and brings out into 
sharper relief all pertinent facets of the 
problems being studied. 


Method 

The patient is most unlikely to produce 
the kind of material which can be of genuine 
help to him and the class members unless 
he has had some preliminary therapy. After 
the patient has attended a number of ses- 
sions in which some of the characteristic 
human modes of response have been studied 
and in which the usual mental mechanisms 
have been demonstrated he is ready to at- 
tempt an autobiography. Even then it is 
necessary to give quite specific directions for 
writing the autobiographies. When they are 
submitted therapist studies them, changing 
names and other strongly identifying infor- 
mation. The autobiographies are annotated 
with side-titles, pointing out salient and sig- 
nificant facts as given in the examples con- 
tained in this paper. It is then mimeo- 
graphed in sections containing about 2500 
words each. At the end of each section there 
are a number of review questions. Each pa- 
tient is furnished with successive copies. 

Of course, patients usually guess quite cor- 
rectly who of their group is the author of 
which autobiography, but it doesn’t matter 
a great deal once the class has become im- 
mersed in the study. 

One caution that should be observed is in 
regard to the patient recently recovered 
from a psychosis, or the patient who lacks 
the requisite stability. With patients re- 
cently recovered from an acute psychotic 
episode writing an autobiography may pre- 
cipitate another attack. This factor should 
be evaluated in each case, or preferably, the 
entire group should be selected with this 
factor as one of the criteria of choice. 

In class each patient receives a copy of 
the current installment for the week. The 
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procedure followed is that for pedagogical 
group psychotherapy, outlined elsewhere.° * 


The autobiography from which the ex- 
cerpts appearing in this paper were taken 
consisted of thirty pages of single-spaced 
elite typewriting. It was divided into ten 
weekly installments. 


Directions for Writing Autobiographies 

We are now far enough along in the understand- 
ing of the ways of the human personality to at- 
tempt something more specific in the matter of your 
own personality problems. 

“How does one begin?” you will ask. Obviously 
if a machine is not working properly the first thing 
you have to do is to find out what part is out of 
order and what effect this disorder has on the rest 
of the machine. When you have discovered the 
seat and origin of the trouble you are in a position 
to correct the disorder. 


Applying this procedure to the human personal- 
ity, and in this case your own personality, means 
discovering what possible factor has become dis- 
ordered and what effect this disorder has on the 
rest of your personality. It also means an attempt 
to discover why and how this phase of your per- 
sonality became disordered. . 


Then you will want to know how this can be 
done. Obviously a person is not exactly a machine 
which permits taking apart and putting together 
again. One can’t take a person apart, literally, 
and put him together again, but we can try to do 
the thing which compares most closely with that 
process. If you set down your experiences, your 
personal history, your feelings and thoughts, this 
will convey a good idea of the general construction 
and constitution of your personality. Knowing your 
life history and your experiences and how you re- 
acted to them enables someone trained in such mat- 
ters to obtain clues as to what went wrong in the 
functioning of your personality, and also furnishes 
him with some idea of what to do to help. 

This means writing your autobiography. 

To begin with, no one can force you to do this if 
you do not care to do it. No coercion will or can 
be used. However, we should remember this: if a 
person doesn’t care to get well from a personality 
or emotional difficulty no power on earth can get 
him well. If a person has such a difficulty he must 
be genuinely willing and anxious to get well, and 
writing an autobiography is a very small price to 
pay for the help he may thereby be afforded. How- 
ever, if a person begins to write his biography in 
earnest he will discover it is not nearly as painful 
a task as he anticipated and may even be quite 
stimulating. 

Having begun to write your biography do not 
worry about its length. There is no limit on the 
length. 

As to time limits, since we do want to see the 
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biographies some time in the future, to pe practi 
cal, we must impose a deadline. Yoy have i 
month to complete the autobiography. Of cou: 
an extension of time will also be alloweq when the 
circumstances warrant it. 






One 









When asked to write a biography a person almost 
unconsciously begins to regard his task as a burden 
in literary composition. Remember, you are not 
in school and we don’t give a ‘hoot’ about gram. 
mar, syntax, spelling, style, unity, Coherence, em. 
phasis, etc. Forget that you ever read anvth; 
What we want is to get the essential YoU down é 
paper. We don’t care how “corny” your Writing 
sounds, how repetitious, how incoherent. The fact 
is, that some of the best material for our Purposes 
is free association and may sound like a word salad, 

Remember, no literary production, please. 

When you are done with your autobiography 
bring it privately to your therapist. If you choose 
you can alter all the names contained in your }j. 
ography, or leave specific and proper names out. 





As to what will be done with your autobiography, 
we should state that the doctor will go over it care. 
fully. He will note any significant points, and de. 
termine what bearing they have on your personal- 
ity and your problems. He will edit it according 
to the requirements of your treatment, making no- 
tations about it. If you have mentioned proper 
names and places he will leave them out or alter 
them; and the same for any other identifying jn. 
formation. He will then have copies made to dis. 
tribute to the class and your autobiography will te 
studied and discussed. In this way you will obtain 
a much broader outlook on your life and discover 
more about the origin and nature of your difficulties, 





Actually, the secrecy with regard to all this js 
not very important for we are sure all the peopl 
in class have only kindly feelings toward each 
other. Your disclosures would not be regarded a 
terrible or as blameworthy as you may fear. And 
moreover, you may be surprised how much your 
problem will resemble that of other class members. 


Still, you may wonder what to write about. Re 
member, it is your thoughts and ways of reacting; 
it’s your personality that we wish to find out about, 
and that means not only your life history, but the 
essential YOU. Do not hold back anything. Of 
course, you may recall situations and experiences 
which you will prefer not to mention, but becaus 
it may be these very experiences which have caused 
psychological injury you should write about them. 
Again, don’t worry if you repeat statements in 
your biography, or if there are contradictions. Yo 
will not be engaged in composing a literary ma 
terpiece. Even those very contradictions and repe 
titions may help us to understand you better. B 
pecially early recollections of your childhood at 
important and revealing, and the first memorits 
you can recall you should give particular attentia 
to. Likewise your relationships to the most signi 
cant persons in your environment, e.g., relatior 
ships to father, mother, sister, brothers, unc 
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ts, husband or wife, etc. Give all the impres- 


n ? ‘ 
‘’ ons you can in as great detail 


sions and recollecti 


as you can. 
There can be no question that everyone has been 


loved, and disliked and hated by some persons. 
Likewise everyone has also loved and hated others; 
there are very strong feelings connected with these 
things. Write them all out in detail. There are 
also little intimate things about a person which may 
be extremely important psychologically. The small 
child is very much concerned with his food and 
podily functions, such as urination and bowel move- 
ments. Write down all you can remember about 
this. Sexual curiosity and sexual experiences are 
not at all rare among children. Your attitudes and 
opinions on sexual matters are very important; 
therefore write about this also in full detail. Follow 
these impulses and relations, opinions and attitudes 
through all your life and see if you can recall the 
changes through the years. Follow also your atti- 
tudes toward your friends and to persons whom you 
have loved. Of course, it is also important to tell 
in some detail about your work, your hobbies and 
your interests and goals in life and how these in- 
terests developed in you. Do not fear to write about 
any incident in which something was done which 
was a violation of the social or moral standard. 
Practically no one can claim never to have been 
guilty of such probably minor transgressions. But 
your life and inner experiences are not entirely 
filled with memories; there are also day-dreams 
and fantasies; give as much detail as you can about 
these. Absolutely no detail which comes to your 
mind is entirely unimportant. Take your time and 
if you must have more than a month that can be 
arranged. What has already been said may still 
appear vague to you, and you may nevertheless 
want something more specific to guide you in the 
writing of your autobiography. The following is an 
outline which will serve you as a guide. But please 
iry to remember that it is not an outline which 
you must follow slavishly. Treat it merely as a 
suggestion to get yourself started. 


Outline Suggestions 
1. Family History: 

Here you should talk and write about your fa- 
ther, your mother, brothers, sisters, aunts, uncles, 
grandparents or any other individuals concerned in 
your care and development. You may discuss each 
individual, speaking primarily about their personal- 
ities and how you were aftected by them. Give ex- 
amples of pleasant and unpleasant experiences with 
these significant individuals. Discuss particularly 
their treatment of and reactions toward you. 

2. Development: 


(a) School: Discuss briefly your educational 


background; why you stopped going to school; what 
Subjects you liked and what subjects you disliked. 

(b) Jobs: List the different positions you have 
held and the types of employment in each. Tell 
Why you left each job and the sort. of work you 
like best. 
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(c) Social: Discuss your ideas on dances, par- 
ties, sports and hobbies. Do you prefer mixed par- 
ties or do you like to go with individuals of one sex? 
Are you a good “mixer” or do you prefer to stay 
by yourself, and the reasons as you see them. 

(d) Marriage: If you are married tell about 
your wife or husband and children. What do you 
think ot marriage? What would be your idea of 
a perfect married life? And in what way, if your 
marriage is not perfect, could it be made so? Like- 
wise your child or children—what can you say 
about them? Give your reactions in detail to the 
idea of being a parent and describe your ideas about 
raising children. 


3. Problems: 


This is the place to state all about your outlook 
on life, your philosophy, your trials and tribulations. 


(a) Present Illness: Your present illness is an 
emotional disorder, if such you have. Detail the 
development of your illness and give your ideas 
about what caused it and contributed to it. You 
may describe your symptoms here, but remember 
please, do not occupy your entire biography with 
an “organ recital.” 


(b) Sex: Practically everyone at some time in 
his life develops some sexual problem. In order to 
understand your personality and what may be 
bringing about your emotional disturbance your 
psycho-sexual development from your earliest ac- 
tivities to the present should be understood. Give 
a frank and detailed discussion of this aspect of 
your personality, i.e. with regard to sexual experi- 
ences, fears and inhibitions, masturbation, etc. 


(c) Religion: In almost everyone’s life the ques- 
tion of religion at one time or another has caused 
an acute crisis. Discuss your religious ideas and 
problems in detail. 


Do you feel you are living on 
Does the fact that 
Describe 


(d) Economics: 
a plane below your standards? 
you are not wealthy make you unhappy? 
what you would like to get out of life. 

Now, the above directions should be sufficiently 
clear to follow easily. 


In the following are excerpts from one pa- 
tient’s autobiography. Patient M. C. con- 
sulted psychiatrist about behavior problems 
with an 8 year-old daughter, Beatrice. The 
class consisted generally of about 8 patients, 
4 men and 4 women. 


Autobiographical Excerpts 


Grandmother did not feel comfortable in casually 
“dropping in” at the home of her own son. What 
does this show you about grandmother ? 

“. .. Grandmother (paternal) was about 10 years 
older than her husband, and by the time I arrived 
in the world they were separated. Later they were 
divorced. My grandmother lived with her oldest 
daughter, and still later, with my father’s brother. 
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She apparently was not too happy with my aunt. 
We children, that is, my sister and I, did not see 
her too often, but I remember that she was soft- 
spoken, and had understanding and smiling gray- 
blue eyes. She looked much as the pictures of 
grandmothers in the magazine ads. Once I stayed 
with her a day and a half, and then I became home- 
sick and she had to bring me back. However, she 
took me to the street-corner of my own block and 
left me to go the rest of the way home. I was 
scolded for not having asked her home with me, 
which left me with a very depressed feeling. In 
fact, it makes me feel bad even as I write this, be- 
cause I did like my grandmother very much, but it 
just hadn’t occurred to me to ask her to visit us. 

Father “dumb,” because of lack of intelligence or 
because of emotional disturbance ? 

“Father apparently was a problem child, too. 
Grandfather said he had never seen such a “dick- 
kopf” and many were the times he had to kneel on 
a “bean-bag. He didn’t get along very well in 
school and was always trailing at the tail end of 
his class. However, he later went to St. Bede’s 
college as preparation for the priesthood and there 
won scholarships for his work.” 

And this, you see, is further objective evidence of 
some kind of emotional disturbance in the intra- 
family relationships in father’s family. 

“. . . Later he worked for his father in the shop. 
However, his father didn’t want to pay him for his 
work and then I believe he went into partnership 
with another man... .” 

There it is. We have already seen how father 
got along with his parents. Witness his school dif- 
ficulties, and later, his employment with father. 
Now, here is the mother and her emotional frustra- 
tions in her family. Two such persons marry and 
raise a family, and how much emotional security 
can they afford their own children? 

“Mother was one of two children. 
brother who is about 2 years older than she. To 
this day she is jealous of him and his wife. She 
claims that her mother preferred him to her (sib- 
ling rivalry). However, my grandmother didn’t 
like children and didn’t want them. She had six 
children, including a set of twins. Of these only 
my uncle and mother lived. My mother told me 
that her father wanted children and that he at one 
time blamed my grandmother for the deaths of the 
other children—insufficient care.’ 

This appears like an unconscious tug-of-war be- 
tween parents and grandparents, using the children 
as the rope. Patient’s mother felt discriminated 
against in relation to her brother. When maternal 
grandparents make a favorite of our patient, pa- 
tient’s mother makes a favorite of patient’s younger 
sister. 


rwalry. 


She has a 


Here is the origin of a pronounced sibling 


Notice the bitter note toward the sister. 

“They (maternal grandparents) gave me candy 
and sweets and money and I was always welcome. 
They didn’t take to my sister the same way. They 
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just didn’t like her. Grandfather said once or twi 
‘She’s false; she has two faces.’ (Is it not just pos. 
sible that a child will learn in this manner that the 
best way to get along between two hostile camps jg 
through duplicity and deceit ?—Doctor’s Note.) 1, 
learned to read German and to write it and to draw 
and my numbers. Grandfather had the utmost Da 
tience, in contrast to my father, who never wag 
concerned about me. Once he tried teaching me 
arithmetic with match sticks, and finally gave it up 
saying, ‘You’re too dumb! and that was that. I 
don’t even remember going back to him for help, 
Much later, when I was in a physics class I needed 
some help so he gave me his machinist’s book and 
that was that. He didn’t want to be bothered with 
anything. I don’t know how my sister made out, 
I wasn’t concerned about her at all. 





















Was the crying guilt over death wishes againg 
younger sister ? 

“. . . My sister had black diphtheria in Septem. 
ber of the same season and she was sent to Isola. 
tion Hospital for about 4 weeks. During that time 
I remember standing in the garden with my mother 
and she said something to me about Anne (sister), 
and that I ought to be sorry that I haven’t got her 
to play with. I remember crying; that’s all.” 

This does appear to be significant. What may it 
mean to our patient ? 


“When I was very little my father used to tease 
me and finally it ended up that my mother had to 
call a doctor for me. The doctor said, ‘No more 
teasing.’ Then my grandfather gave my father 
h——.” 





In the mind of this child what may such teasing 
attacks be equated with? Sexual assault? Would 
it have any bearing on her future difficulties with 
her husband? 

“Father always liked to tease and he would pick 
on me and get me on the couch and get his hands 
around my neck and sort of tickle the sides of my 
neck. This always upset me and made me want to 


kick him. I felt as if I couldn’t get any air.” 
Glancing at patient as the above is being 
read in class, and noting the strained, tor- 


tured expression on her face as though she 
were perceiving an apparition, left little 
room to doubt the depth of penetration of 
this insight or the intensity of the abreact- 
tion. 


Why all of this partiality? Mother using this 
girl to spite her own mother was one reason. Note 
the marked feeling of sibling rivalry. 

“| . . Sometime in hereabouts I wanted to join 
the girl scouts. But she (mother) wouldn't hear 
of it. And then I wanted a library card. But she 
said ‘no’ to that, too. Later, when my sister asked 
for a library card it all came to her without saying, 
‘boo.’ She got an allowance and kept it and in ad- 
dition got her financial needs for school. I neve 
had an allowance until I went to work.” 
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Speculate on what were some of the things that 
; is reaction. 
ae as time I remember asking my mother 
about being married. I can’t recall oo I 
wanted to know, except that I said, ‘I couldn’t stand 
having anyone touch me.’ uae a 
‘Oh, you'll like it when the time comes. 

Onset of menstruation can be a profound shock 
to the adolescent, unless properly prepared. 

« |. She was just sketchy with reference to the 
menstrual periods. Once she had to go to a hos- 
pital for an operation and at that time she told me 
there were some cloths and pins in a drawer and 
if I needed them I should use them. I couldn’t un- 
derstand what she was driving at. At any rate 
when the periods began I was in Ist year high; I 
was bewildered and sick. My father thought I was 
‘putting on.’ He never did understand.” 

Mother so repressed and inhibited that she cannot 
bear to talk to her daughter about menstruation. 

“I never spoke about them to anyone and wouldn’t 
have dreamt of doing so. Mother used to ask me, 
‘don’t the girls ever talk about it?’ To which I 
could only answer ‘no’ since I wasn’t that close to 
any girl friend... .” 

Would not the compulsory church attendance tend 
to aggravate feelings of insecurity? It must also 
tend to increase rigidity of superego. 

“I had to go to church every day. In those days 
it meant hell-fire and damnation if you weren‘t pres- 
ent. I never liked anything which was compulsory. 
I used to kneel in church and close my eyes until 
they were mere slits and then watch the radiation 
from the candlelight. This was my chief diversion.” 

Considerable dependence on mother. 

“,. I worked here 4 years and hated every day 
of it. It was during this time that my mother made 
life miserable for me. She was always complaining 
about money and not having enough. All through 
the years I had given her my entire salary, except 
$5 which I kept. However, she did get me clothes 
as I needed them, but I never learned how to man- 
age money.” 

Was patient’s mother very happy ? 
mature ? 

“It used to irk me because she spent money fool- 
ishly. She used to visit spiritualist mediums for 
years and years. Once she even got herself into a 
jam with a gypsy fortune-teller. She believed them 
all, and learned to tell cards herself. I used to have 
her tell them for me, too, vainly hoping for some- 
thing nice to happen to me.” 


Isn’t this what patient’s mother wanted to be 
told ? 


“I must state that probably the greatest single 
cause for my mother’s favoring my sister was due 
to the spiritualist’s prediction that Anne would al- 
ways stay with her and that she would get more 
out of her than she would out of me.” 


Reflect on patient’s insecurity and conflict. 
“My mother was irked that I never seemed to 


Emotionally 
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have a boy friend. I went out with one on the aver- 
age of three times and then I’d just give him up. 
One time I even promised a fellow to be his steady 
girl and the very next week refused to see him. I 
couldn’t seem to enjoy myself when I was with 
them. When I went to the dances at the night 
school I enjoyed myself immensely while I was 
dancing and I was rarely, if ever, left standing. 
However, I always ducked the issue as to who 
would take me home, if anybody asked. I’d even 
try to get out of people’s way and walk down the 
stairs instead of taking the elevator.” 


Very fatherly kiss. 

“During the teeth episode I was ill from the nov- 
ocaine and since Paul was there against my will, I 
sat up and*tried to explain. Instead, he kissed me 
on my forehead and I fell, kerplunk! I had been 
afraid of falling in love with him for a long time 
and had made various dates with him and had al- 
ways broken them. I tried to stay out of his way 
but I guess I didn’t succeed very well. Besides he 
didn’t have a job and I always remembered my 
grandfather saying, “Venn da kein gelt ist, fliegt 
die liebe aus dem venster.’ Besides, Paul had a 
very sharp tongue, and he could be extremely irri- 
tating. So I made my tongue sharp, too, and the 
result you can well imagine. Then when I found 
I couldn’t get away from the fact that I wanted 
Paul to love me, too, he claimed he never had, al- 
though I deduced from various actions on his part 
that he wouldn’t have minded having me around. 
In fact, he told me that he always thought my sis- 
ter was much more considerate than I was. And 
that was the gal that had taken advantage of the 
fact that he was unemployed and repeatedly asked 
him to run errands for her while she sat and read. 
She was such a stubborn girl that at one time I 
threatened to spank her myself when she hadn’t 
spoken to my mother for three days.” 


There are doubts in the patient’s mind about the 
affections of her prospective husband. We see that 
she has felt considerable insecurity with her par- 
ents, especially father. There is also considerable 
sibling rivalry with her sister. Husband’s showing 
any kind of preference for sister might remain a 
long time in patient’s mind and disturb her rela- 
tionship to her husband. 

Reaction to motherhood. 

“When I became pregnant with Beatrice I didn’t 
think it possible. . . . I couldn’t believe there was 
a baby on the way.” 

Morning sickness. 

“. . . after that I was ill in the morning instead 
of night (nausea, vomiting, headache).” 

Masturbation often resorted to as relief from emo- 
tional tension. 

“I don’t understand that I never checked up in 
the library regarding sex functions, but I didn’t. All 
I had was a guilty feeling for satisfying sexual de- 


sire myself. It didn’t last long, and I couldn’t seem 
to stop nor identify it. It was something that just 
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happened and had to be satisfied. I never dreamed 
about questioning anyone about it. So I said noth- 
ing to any one except that I had the feeling I 
shouldn’t have fooled around. This persisted until 
I read a book about parents’ problems. What was 
probably worse was that I reverted to this habit 
again when Beatrice was about 3 years old. I don’t 
recall what started it, but I know Paul and I didn’t 
get along too well. We had arguments more and 
more frequently, and since he would simply walk 
out on it and leave me alone I felt he didn’t give a 
‘hoot’ and I simply supressed my desire for him. 


Why wasn’t patient as good to her little girl as 
she thought she should be? Do we have any clues 
for this? 

“TI was also afraid to leave Beatrice When I went 
to the hospital because I feared I wouldn’t return 
and I loved her so much I was afraid no one would 
treat her as I would. In reality I wasn’t as good 
to her as I wished myself to be. She had hysterical 
erying spells when she would vomit. She was so 
upset. On top of that I tried to force her to eat 
by herself, and she was just as determined that I 
should help her. It left me frazzled. Then I would 
spank her and feel miserable that I had. ... But 
the other baby was coming and I couldn’t see my- 
self feeding two babies. She wet the bed, too. Not 
regularly but every few months she would do it 
three and four days and nights in a row. Once I 
was so provoked I just dumped her in her bed. 
These episodes always made a wreck out of me.” 

Is the role of motherhood distasteful to our pa- 
tient ? ; 

“When Beatrice was born I used to be peeved 
when Paul called me Mama. I felt that after all I 
wasn’t that old to be referred to as ‘Mama.’ Even 
when Beatrice started to say Mama I had a hard 
time getting used to it.” 

Notice that right after talking about Beatrice 
there is a reversion to sister. Comment. 


“T used to play checkers with my sister and she 
made me so d mad... . 





“I don’t get any pleasure out of my sister at all. 
She comes to me for advice with her problems, her 
decoration problems and her family troubles. In 
fact, I give her too much advice about some things, 
and later could kick myself for having done so.” 


Ambivalent feelings toward mother. 

“I can’t go and visit my mother that way, either. 
I simply don’t know what to talk about. Anything 
I say is misinterpreted or exaggerated. Fiventually, 
the stories she concocts come back to me and it 


isn’t anything near to what I told her. She used 
to tell me how to bring up Beatrice. ‘Do this and 
that. Don’t let her get away with that.’ So that 


finally I was trying to please her and had myself all 
mixed up. On top of that Paul had his own ideas 
of disciplining children and me too. He could keep 
a grudge for days because of something I said 
which he felt shouldn’t have been said the way I 
said it. This made me mad and depressed.” 
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Transference of feeling from father and inhidj. 
tion. 

“We were growing more and more away from 
each other until it seemed there was nothing we 
had in common. 

““. . - Once I even had a decided crush on Someone 
else, but I nipped this although I don’t know hoy 
good I was at it. However it came about it 
pened through Paul’s own nagging. In fact I can. 
not spontaneously tell him I love him. Sometp; 
is missing. Yet I cannot explain why T still craye 
his caresses. Even though I do not crave intimacy 
I do want that. 
I freeze up instantly. Yet there are times when 
feel like an animal and can’t control my own jp. 
pulses. This makes me angry. It spoils everything. 
At other times I can’t be satisfied and then I wop. 
der why I don’t always feel that way, or at least 
moderately so. It seems it is rather one way oy 
the other and Paul gets very much exasperated 
with me. I don’t let Paul know either how I fee): 
I just simply can’t talk about it. I’m always afraiq 
that he’ll kid me about it and I couldn’t stand that, 
I just wait for his touch or his voice or his kiss 
and yet I can’t say a word.” 














If anyone else makes a pass at me 


Notice the transference reaction. 

“. . . Lately I found myself not looking at Anne 
when I have something to say to her. I may have 
been doing this for a long time already, but it only 
became apparent after I tried to find out why ] 
avoided looking at Beatrice on some occasions. 

“. . . In fact, I think that without this sex prob- 
lem always coming up and complicating our atti- 
tudes toward each other we could be a lot happier, 

“. . . Since beginning the estrogen injections plus 
the visits to Dr. K. which began about 6 months 
after the first injection these stormy episodes have 
become less frequent until now I can scarcely be 
lieve that I was so upset.” 














Brief Summary of Dynamics 

Material brought in autobiography pro- 
vides grounds for the belief that parents of 
patient afforded her little emotional support 
as a child. Indications that attitudes toward 
patient’s father are transferred to husband 
are present. Strong sibling rivalry with 
younger sister has carried over to uncot- 
scious attitude to her own child. Mother 
recalls that she occasionally catches herself 
calling her daughter by her sister’s name. 
These disturbed interpersonal family rel 
tionships would appear to account for the 
behavior problem of the child for which pe 
tient consulted psychiatrist. 


















Conclusions 
The written autobiography with each clas 
member provided with mimeographed copies 
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of each installment, which can be studied, 
discussed and commented on in class, pro- 
yides a practical means for the administra- 
tion of pedagogical group psychotherapy. 
The autobiography, employed as outlined, 
enables group psychotherapy to attain to a 
profounder depth than it might be credited 


with at first glance. 
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Subacute Combined Degeneration of the Spinal Cord 


ie = Equina Neuritis without Anemia* 


J. P. MurpHy, M.D. 
Chicago, Illinois 


Degeneration of the spinal cord in the 
presence of gastric achlorhydria but with- 
out pernicious anemia is described in stand- 
ard text-books of neurology and has been 
the subject of numerous reports in the med- 
ical literature.’***° Nielsen® states that 
subacute combined cord changes may be the 
first manifestation of pernicious anemia and 
may exist for years before any recognizable 
change appears in the blood. Although the 
majority of cases reviewed by Kinner Wil- 
son® were anemic, a minority of his patients 
with spinal degeneration were without ery- 
throcytic abnormality. 

However, not infrequently patients with 
early or well-established cord disease of this 
type who are not anemic are subjected to 
exploratory laminectomy. The purpose of 
this brief report is to further illustrate the 
non-anemic syndrome of subacute degenera- 
tion and cauda equina neuritis and to em- 
phasize the necessity of performing gastric 
analysis in patients with progressive dis- 
ease of the spinal cord and cauda equina. 


Report of Cases 
CasE 1: B.N., a 52 year old white male, 
was admitted to the Illinois Neuropsychia- 
tric Institute on September 14, 1945, com- 
plaining of inability to walk for the previous 
six months. Personal and family histories 
were negative for neurological disorder or 


-_— 


*From the Illinois Neuropsychiatric Institute, University 
of Illinois College of Medicine, Chicago, Illinois. 


anemia. Six years prior to admission the 
patient had first noted paresis of the legs 
and loss of superficial sensation in the feet. 
Motor and sensory loss had progressed so 
that at the time of admission the patient 
was bed-ridden and declared that sensation 
was normal only above the costal margin. 
He had suffered from urinary frequency and 
obstipation for six months. Treatment with 
large doses of vitamins under the care of a 
local physician had been unavailing. 


Physical examination disclosed a well- 
nourished male with grey eyes and brown 
hair. The tongue, skin and mucous mem- 
branes were not unusual. The legs were 
weak and atrophic. Reflexes in the legs were 
hyperactive and there was a bilaterally posi- 
tive Babinski reaction. Vibratory sensation 
was absent below the sixth thoracic derma- 
tome and there was minimal but definite 
diminution in modalities of superficial sen- 
sibility below this level. Position sense was 
absent from the feet. 


The red blood cell count was four million 
and the hemoglobin concentration thirteen 
grams per cent. The blood smear was not 
unusual. The serological reactions of blood 
and spinal fluid were negative. Spinal dy- 
namics were normal and the protein content 
of the fluid was not elevated. Gastric analy- 
sis disclosed achlorhydria (histamine). 


The original diagnostic impression of pos- 
sible spinal cord tumor was changed to that 
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of subacute combined degeneration of the 
cord without anemia. Intramuscular injec- 
tions of crude liver extract (2 cc. daily for 
two weeks, then 2 cc. twice a week) were 
given, with adjuvant vitamin therapy. Five 
months later the patient was able to walk 


without assistance, constipation had van- 
ished, and he had regained urinary control. 


Vibratory sensation was present in the an- 
Ten months after discharge walking 


kles. 


had improved still further, both ankle jerks 
were present, and the whole appearance was 
that of remarkable improvement. 


CASE 2: C.P., a 52 year old white female, 
was admitted to the Illinois Neuropsychia- 
tric Institute on October 4, 1945, because of 
inability to walk for the prior two weeks. 
Past and family histories were essentially 


negative. 


Ten years before admission the 


patient had experienced numbness and par- 
esthesias in the arms; numbness still per- 
sisted in the left hand. During the two 
weeks before coming to the hospital there 
had been weakness (progressive) and loss 


of sensation in the legs. 
get about without a wheel-chair. 


She was unable to 
Diabetes, 


in a mild form, had been known to exist for 
some years. 


The patient was well-nourished. The hair 
was black and the eyes brown. The legs were 
weak, spastic, and hyperrefiexic. There was 


a bilateral Babinski 


response. Vibratory 


sensation was absent below the knees. 


The erythrocyte count was four million, 
two hundred thousand per cubic millimeter 
and the hemoglobin concentration, thirteen 


grams per cent. 


unusual. 


The blood smear was not 
The urine was positive for sugar 


and albumen. Spinal dynamics and fluid ex- 


amination were normal. 


ative. 


Serology was neg- 


Gastric analysis revealed achlorhy- 


dria (histamine). 


The diabetes was regulated and injections 
of crude liver extract were begun. Thiamin 
chloride was added. Three months after dis- 
charge the gait was only slightly spastic 
and the patient required no assistance in 


walking. 


in the feet. 


Vibratory sensation was present 
This improvement was main- 


tained at the time of last examination (nine 


months beyond time of discharge). Hyper- 
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reflexia and positive plantar responses per. 
sisted, however. 

CasE 3: R.H., a 42 year old white male 
was admitted to the Illinois Neuropsychia. 
tric Institute on January 7, 1946, complain. 
ing of weakness and incoordination of the 
legs. Past and family historits were nega. 
tive. One and one-half years before admis. 
sion the patient had first noted weakness ang 
incordination of the legs, which had beep 
progressive. He was also troubled with lack 
of ambition and laziness. Vitamin therapy 
had not helped. 

Physical examination disclosed a well. 
nourished male with blue eyes and grey hair, 
The tongue was not unusual. The legs were 
weak and the knee and ankle jerks were up. 
obtainable. Abdominal and cremasteric re. 
flexes were absent. The plantar responses 
There were no changes in 
superficial or deep sensation. 

The erythrocyte count was four million, 
five hundred thousand and the hemoglobin 
concentration, 90 per cent. The blood smear 
was not remarkable. Serology was negative, 
Spinal dynamics and fluid examination were 
not unusual, save for a slightly elevated 
protein content (60 mgm. per cent). Gastric 
analysis revealed achlorhydria (histamine), 

Therapy with crude liver extract was be- 
gun. On a clinic visit six weeks later, pa- 
tient felt much stronger, could climb stairs 
without difficulty, and that coordination in 
the legs was excellent. Thiamin chloride 
was added to the therapeutic regime. Six 
months after discharge, gait and strength 
were normal and knee jerks were present. 
The patient stated that he had more sensi- 
tivity in the buttocks (site of injections) 
than at the time of discharge. 

CASE 4: C.T., a 61 year old colored male 
(mulatto), was admitted to the Illinois Neu- 
ropsychiatric Institute on January 5, 1946 
because of weakness of the legs which ne- 
cessitated the use of a cane. Past and fam- 
ily histories were negative. For eight months 
prior to admission there had been progres- 
sive weakness of the legs. Physical exami- 
nation disclosed a well-nourished colored 
male with grey eyes. The tongue was not 
smooth. The legs were paretic, the knee 
jerks depressed, and the ankle jerks were 
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absent, as were the abdominal reflexes. 
There were no sensory changes. 

The red blood cell count was five million, 
five hundred thousand, and the hemoglobin 
concentration, fourteen grams per cent. The 
plood smear was not unusual. Serology was 
negative. Spinal dynamics were normal; the 
total protein content of the spinal fluid was 
slightly elevated (56 mgm. per cent.). Gas- 
tric analysis disclosed achlorhydria (hista- 
mine). 

Crude liver extract injections were given, 
without additional thiamin, although the pa- 
tient had been treated with vitamin concen- 
trates prior to admission without avail. A 
month after discharge he felt much stronger 
and was walking unassisted. Both knee and 
ankle jerks were brisk. Six months later he 
had relapsed to some extent, but moderate 
improvement had been maintained. 


Discussion 

It is not the purpose of this brief report to 
discuss the question of whether or not sub- 
acute combined cord degeneration with 
cauda equina changes are always a manifes- 
tation of pernicious anemia or may be the 
components of a disease sui generis, related 
to defective gastric function, as suggested 
by Palmer and Porter,’ and others. More- 
over, as noted in the introduction, cases of 
this condition are by no means rarities. 
However, it is to be pointed out that had not 
gastric analysis been done the true state of 
affairs in these patients might well nave re- 
mained unrecognized. Prompt and signifi- 
cant response to the same therapy that 
would have been utilized had the cases man- 
ifested hematologic evidences of pernicious 
anemia was gratifying. 

Although administration of vitamins was 
added to the injections of crude liver ex- 
tract, previous trial of vitamin therapy alone 
without results would indicate that supply- 
ing of liver factors was instrumental in im- 
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provement. While Case No. 2 was diabetic, 
the neurologic findings upon admission were 
consistent with disease of the spinal cord 
as well as the peripheral nerves, and the 
response to treatment was so rapid as to 
eliminate proper regulation of diabetes (in 
the presence of diabetic neuritis) as a cause 
of such dramatic change in the clinical con- 
dition. 


Summary 

Four cases of late and early subacute com- 
bined degeneration of the spinal cord with 
cauda equina neuritis are presented. There 
was no evidence of pernicious anemia in 
any. All had achlorhydria. Injections of 
crude liver extract were given and improve- 
ment was rapid and satisfactory in all. The 
value of routine gastric analysis in condi- 
tions of spinal cord disease in which mani- 
festations of an obstructive lesion in the 
spinal canal are lacking is emphasized. 
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ig sychoses Due to Morphine 


A. Z. PFEFFER, M.D.* 
New York, New York 







The purpose of this study was to evalu- or 2% were psychotic. The average length 
ate the importance of morphine as an etio- of sentence for the 600 patients was 25 
logic factor in psychoses. The study was years. Using the data of Hobhouse ang 
made during three years’ experience at the Brockway,‘ the incidence of psychoses jp 
United States Government hospital for drug non-addict prisoners with the same length 
addicts at Lexington, Kentucky. of sentence was determined to be 2%,' thug 

In the past, several types of psychoses indicating no increased incidence of psy- 
have been attributed to the use of morphine: choses in morphine addicts. 

1. Chronic psychoses due to habitual use. In an effort to elicit finding that might he 

2. Psychoses due to withdrawal. termed characteristic of a morphine psycho. 

3. Psychoses due to idiosyncrasy. sis, 19 post-withdrawal morphine addicts 

At Lexington, there was little opportu- with chronic psychoses were examined dur. 
nity for evaluation of the third type (psy- ing the course of one year. The diagnoses 
choses due to idiosyncrasy) since the pa- for these 19 patients are given in Table I; 
tients were addicts and habitually used they fall into the usual diagnostic catego. 
large amounts of morphine. It is generally ries. The only finding that would identify 
agreed however that this type of psychosis these psychotic patients as morphine addicts 
does occur and it is characterized by excite- was abnormal thought content that was con- 
ment or delirium.*” cerned with narcotics. For example, one 

This research concerned itself with an schizophrenic patient had a persecutory de. 
evaluation of the chronic psychoses due to lusional system and auditory hallucinations 
habitual use of morphine and the psychoses concerning morphine, narcotic agents, and 
due to withdrawal of morphine. the government. Another schizophrenic pa- 
Chronic Psychoses Due to tient stated that friendly voices asked him 


Habitual Use of Morphine: when he was going to stop using morphine. 
In the Standard Nomenclature of Diseases TABLE I 











































there is found the diagnostic category “psy- CHRONIC PSYCHOSES IN MORPHINE ADDICTS 
choses due to opium or its derivatives,” and Number of Aver. Length 
these psychoses are described in the Statis- ee Guat 
tical Manual, published by the National Schizophrenia 9 20 
Committee for Mental Hygiene® as “psy- igi 2 ' 

chotic reactions appearing in the habitual 4,,..<:, 2 20 
users of opium and particularly its deriva- psychoses with organic brain 

tive morphine. (Italics ours.) Such effects disease 1 21 





appear to show themselves in mental dete- Psychoses with cerebral ar- 
rioration with demonstrable memory defect _ ‘Tosclerosis P " 
ll eine’ d ‘al d z : »,  Psychoses with epilepsy and 

as well as et ical and socia eterioration. traumatic brain damage 1 31 
If the habitual use of morphine causes a alcoholic deterioration 


chronic psychosis, one would expect the in- Psychoses with mental defi- 








_ 










cidence of psychoses to be higher among ad- _—“iency:—— ; & ” 
dicts than in a comparable non-addict group. a a ' “ 
Of approximately 600 male prisoner MOr- paranoid condition 2 14 
phine addicts in the hospital at one time, 13 sess — 

19 20 







*Bellevue Hospital, Psychiatric Division and Depart- P 
ments of Psychiatry and Neurology, New York University, In these patients, however, ideas concern- 


College of Medicine. Read at the New York Academy of ing narcotics were only a small fraction of 
Medicine, Section on Neurology and Psychiatry, December R : 
10, 1946. their total abnormal thought content. It did 
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not appear that these ideas were a signifi- 
cant feature of a morphine psychosis, but 
rather were incidental to the fact that the 
atient’s existence was largely concerned 
with the procuring and using of narcotics. 
Ideas concerning narcotics were .s:mply 
woven into typical schizophrenic delusions 
and hallucinations. 

The Rorschach test was given to 6 of the 
morphine addicts with the clinical diagnosis 
of schizophrenia. Patterns indicative of 
schizophrenia were found. The details of 
the findings are reported elsewhere.° 

Because it is stated* that in the psychoses 
due to morphine, there is “mental deteriora- 
tion with a demonstrable memory defect” 
further attention was given this aspect of 
the problem. The Shipley-Hartford Retreat 
Scale’ was used for the measurement of in- 
tellectual deterioration. This scale consists 
of a vocabulary test and an abstract-think- 
ing test to be used together. The degree of 
deterioration is expressed as C.Q., or con- 
ceptual quotient. It represents the ratio of 
the patient’s abstract thinking ability to his 
vocabulary level. Thus, this test makes use 
of the fact that in mental deterioration vo- 
cabulary is relatively preserved while there 
is a striking loss of abstract or conceptual 
thinking.” * 

Six of the patients diagnosed as having 
schizophrenia were given the Shipley-Hart- 
ford Retreat test and had a median C.Q. of 
75, indicating some intellectual impairment. 
However, Shipley and Burlingame’ found the 
median C.Q. for 96 schizophrenic patients in 
a state hospital to be 65. And when the re- 
sults for private and state hospital patients 
were combined the median C.Q. was 75. 
These results suggest that these 6 psychotic 
morphine addicts were not more deteriorated 
than a group of non-addict schizophrenics. 

As a further attempt to evaluate morphine 
as a cause of mental deterioration, the Ship- 
ley-Hartford Retreat Scale was administered 
to 25 non-psychotic patients who had been 
addicts for periods varying from 3 to 20 
years, with a mean of 12.7 years. The re- 
sults were compared with those of 25 guard 
attendants at the institution. These two 
groups were equated for age and education. 
Mean age, education, and drug history are 


shown in Table II. It is noted that the two 
groups are comparable in age and education. 


TABLE II 
Age Education Drug History 
Controls 39.6 11.9 —- 
Addicts 40.6 11.0 12.7 


Comparison of the two groups in performance on 
the Shipley-Hartford Retreat Scale. 
Shipley-Hartford Retreat Scale Scores 
Expressed in Conceptual Quotient (C.Q.) 


Mean Standard Deviation 
Controls 85.6 5.2 
Addicts 83.8 5.7 


D/PED equals 1.9. This ratio must be at 
least 4 to insure significant superiority of 
one group over another. It is obvious there- 
fore, that the use of morphine has not in- 
creased intellectual deterioration, as meas- 
ured by this scale. 


The addict does suffer ethical and social 
deterioration, but this is not due to the di- 
rect effect of narcotics but rather is a result 
of social consequences of the life of addic- 
tion. In most addicts a sufficient amount of 
narcotics produces a lethargy and ambition 
is lessened. Less attention is paid to occu- 
pation. Frequently the addict stays away 
from work: because of discomforts due to 
insufficient drugs or because he must look 
for drugs. Many addicts associate with 
criminals in order to continue their supply 
of drugs. The need for sufficient money to 
maintain a “habit” frequently leads to steal- 
ing. They are held in contempt by others. 
They fear arrest and incarceration. All of 
these factors lead to an ethical and social 
deterioration, but intellectual deterioration 
does not appear to occur. 

Thus, the statistical, neuropsychiatric and 
psychometric findings of this study indicate 
that morphine does not cause chronic psy- 
choses. Morphine addicts, like all people are 
susceptible to various organic and functional 
psychoses, and these should be looked for 
rather than facilely assume that a psychosis 
in a morphine addict is due to the use of 
morphine. 


Psychoses Due to Morphine Withdrawal: 

It is generally agreed that many of the 
psychoses observed during withdrawal are 
toxic psychoses consequent to the coinci- 
dental use of other drugs such as alcohol and 
barbiturates or hyoscine and atropine in 
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“oures.”® 1° In addition, however, most writ- 
ers concur in the opinion that some in- 
stances of psychoses are caused by the with- 
drawal of morphine alone (Henderson and 
Gillespie;"! Stecker and Ebaugh’*). 

Of approximately 500 addicts withdrawn 
_ from morphine, 12 or 2.4% were psychotic 
during the withdrawal period. The usual 
withdrawal procedure consisted of gradual 
reduction of the morphine dosage over a 10- 
day period, beginning with 14 grain every 4 
hours. Three grains of phenobarbital were 
given at 11 A.M. and again at bedtime. In- 
travenous fluids, flow baths and other sup- 
portive therapy were administered when in- 
dicated. This plan was varied according to 
the patient’s condition. 

Each of these 12 patients was carefully 
examined prior to, during, and after with- 
drawal. Six patients had chronic psychoses 
long before withdrawal. Four of these had 
schizophrenia, two had chronic alcoholic 
psychoses. Three of the four schizophrenic 
addicts were observed for several months 
prior to withdrawal so that a clear and com- 
plete picture of their mental status prior to 
withdrawal was obtained. The fourth schi- 
zophrenic addict had been observed on a 
previous admission, and in addition was ob- 
served for approximately two weeks prior 
to withdrawal. These four schizophrenic ad- 
dicts were observed following withdrawal 
for periods varying from a few months to a 
year. 


Each of the three schizophrenic addicts 
withdrawn from large amounts of morphine 
showed increased anxiety with increased 
vividness in their delusions and hallucina- 
tions. One of the three became disoriented. 
The fourth schizophrenic addict had a small 
“habit” and showed few changes during 
withdrawal. Detailed observations on the 
withdrawal of morphine in these schizo- 
phrenic patients have previously been re- 
ported.** 

A chronic alcoholic who had not been 
drinking recently, but had experienced fre- 
quent episodes of alcoholic hallucinosis in 
the past twenty years, during morphine 
withdrawal hallucinated vividly, especially 
at night. He had hallucinations of scooters 
and fast-moving trains. 
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A patient who had been a chronic aleo. 
holic for 40 years and had memory Changes 
prior to withdrawal, became markedly ¢op, 
fused and disoriented during morphine with, 
drawal. Several weeks after withdrawal, his 
mental status returned to the pre-with, 
drawal level, showing memory changes, byt 
no confusion or disorientation. 

Three patients were withdrawn from bap. 
biturates in addition to morphine. One hag 
ingested 67 grains of nembutal in the 4g 
hours prior to withdrawal. He became dig. 
oriented, had auditory and visual hallucina. 





tions of a toxic type, and ataxia, nystagmus 
and dysarthria. All signs of toxicity, jp. 
cluding the psychosis had disappeared 10 
days after abrupt withdrawal of barbity. 
rates and rapid reduction of morphine over 
a 10-day period. Another patient who had 
used 25 grains of seconal daily for one year, 
presented the same findings as the previous 
patient, except for the absence of nystag. 
mus, ataxia, and dysarthria. The psychosis 
cleared two weeks after the abrupt with 
drawal of barbiturates and rapid reduction 
of morphine. 

In addition to morphine, one addict had 
used 12-18 grains of sodium amytal daily 
for approximately one year. On the last 
night of a 10-day reduction he was delu- 
sional, and hallucinated. He both heard and 
saw the devil; he saw elephants and tigers, 
He said that everyone was talking about 
him. He feared that he would die. At the 
time of examination he was well oriented. 
He was given 14 grain of morphine six times 
a day, and additional symptomatic treatment 
with immediate decrease of anxiety, but hal- 
lucinations did not cease for 10 days. In 
five weeks, during which time morphine was 
gradually withdrawn, the psychosis cleared 
entirely. The picture then presented was 
that of a severe neurasthenic psychoneu- 
rotic. 


A chronic alcoholic who had used mor- 
phine for two years and 1/50 grain of hy- 
oscine daily for 8 months, and had _ been 
drinking heavily just prior to withdrawal, 
became restless, tremulous, and disoriented. 
He had hallucinations of monkeys climbing 
over him and the ringing of bells. The en- 
tire picture was similar to delirium tremens. 
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According to the patient, even prior to the of 400 addicts under close supervision, so 


use of morphine and hyoscine, he had had 
similar episodes after heavy drinking. 

One patient with an organic type of psy- 
chosis died during withdrawal, and post 
mortem examination revealed acute and 
chronic meningoencephalitis of undeter- 
mined etiology. 

A morphine and barbiturate addict with 
a degenerative encephalopathy that was 
demonstrated by air encephalography, and 
probably of vascular origin, became con- 
fused and disoriented during withdrawal. 
Prior to and after withdrawal he had mem- 
ory changes and poor calculating ability, but 


orientation was good. 


TABLE III 
FACTORS IN PSYCHOSES DURING MORPHINE 
WITHDRAWAL 
Psychoses prior to withdrawal ..............::cseseee 6 
BCMIBOPHTETIA  ..........00.ssrssresersseessssersscscesecesnsoes 4 
Alcoholic chronic hallucinosis....................... 1 
MGBORONC  GECEHIOLALION: sccc..cssceceesssisonssssscceesee 1 
Drug intoxication during WAURGTEWEN ooicccciscccecassescccesd 4 
MRRP TLUT UU Biosoc cscexscaoesasaspeetsatengeesstcesaesssiueees 3 
Siva ho LeWn By 2) 00.) 0c: eee 1 
Meningoencephalitis, chronic and 
BONO) (COMBE) WRRMOWE: oi... .cdisscicsscscssssscsesssssccasscesee 1 
Degenerative encephalopathy and 
RRRT TUNES 8 Soe ose ovis ade no ce das Tiacda tab ebaceonsseicasuseds a 


The findings of this part of the study in- 
dicate that withdrawal of morphine, of it- 
self, is rarely, if ever, a cause of psychoses. 
In each instance complicating factors (schi- 
zophrenia, toxic psychoses, and organic psy- 
choses) accounted for the psychosis during 
withdrawal. It must be noted that rapid 
withdrawal (10 days) was the method usu- 
ally used, and perhaps with quicker with- 
drawal more instances of psychoses would 
have occurred. Yet, in a previous study 
Dr. C. K. Hemmilsbach and Dr. E. S. Wil- 
liams found, during the abrupt withdrawal 


io) 


that no other drugs were used, only one pa- 
tient who became obviously psychotic. 
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High Incidence of the Combat Fatigue Syndrome 


LESLIE B. HOHMAN, M.D.* 
Durham, North Carolina 


The purpose of this communication is to 
present evidence that: 1) The combat fa- 
tigue syndrome was almost universally pres- 
ent in combat and operational Naval and 
Marine Corps troops. 2) That the syndrome 
in its less severe forms did not prevent the 
performance of continuing effective military 
duty. 3) That the syndrome was prevalent 
in wounded as well as non-wounded combat 
personnel. 4) That the syndrome developed 
in the civilian setting after a return to the 
United States from the combat areas. 


In December of 1944,** we proposed a di- 
vision of the symptomatology and clinical 
manifestations of the psychiatric or psycho- 
somatic entity known as combat fatigue 
(synonyms: battle fatigue, operational fa- 
tigue, war neurosis) into two phases: 

First Phase: Symptoms of anxiety as evi- 
denced by startle reaction, fear reactions 
which outlast the threatened danger or are 
precipitated by innocuous stimuli, sleep dis- 
turbance with fragmentation of sleep dis- 
turbed by terrifying dreams of combat or 
nightmares; growing irritability and rest- 
lessness, and the accompanying somatic 
symptoms of tremor, excessive sweating, 
and chronic flushing. 


Second Phase: Symptoms of depression 
or affective disturbance manifested by in- 
creasing sense of body tension, with the ap- 
pearance of somatic hypochondriacal com- 
plaining, usually of headache, backache, and 
gastrointestinal disturbances; in markedly 
increasing restlessness and progressive ir- 
ritability which may progress to the point 
of outburst of uncontrolled rage; in retarda- 
tion of thought, movement, and speech; in 
reduction of interest and energy with a con- 
sequent loss of work capacity; in subjective 
feelings of confusion; in prolonged sleep dis- 





*Professor of Neuropsychiatry, Duke University School 
of Medicine, Durham, North Carolina, formerly Commander 
on active duty in the Medical Corps of the U.S.N.R. 

**Raines, Hohman, Kolb, ‘‘Methods of Recovery in Com- 
bat Fatigue and the Influence of Therapy.’’ Read before 
Society for Research in Nervous and Mental Diseases, De- 
cember 1944. 
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turbance; in ideas of unworthiness and feg. 
ings of guilt; and in deep brooding emp, 
tional depression. 

We expressed the opinion at that time 
(December 1944) that 


1) The syndrome of combat fatigue jg 
extremely common, if not universal, in seg, 
borne troops or among troops who have had 
either combat or prolonged duty in combat 
areas. 


2) That the syndrome does not prevent 
effective and efficient military service if the 
affective symptoms do not rise to the point 
of severe pathological depression with psy: 
chomotor slowing and subjective confusion, 
or to the point of severe rage outbursts, or 
finally to over-enthusiastic swings of mood 
or elations with accompanying and disabling 
defects in judgment. 

3) The syndrome tends to develop in the 
severest form in the setting of civilian and 
home environment. We suggested that de- 
layed incapacitating combat fatigue prob- 
ably occurs on the basis of conflict between 
continuing military service as against the 
love of home and family, sexual enjoyment, 
civilian comforts, high wages and the cessa- 
tion of military discipline. 

To test the validiy of our statement and 
conviction that the combat fatigue syndrome 
was extremely common if not universal in 
all combat troops required a special set of 
circumstances or opportunities. We consid- 
ered that it would be necessary to study a 
large group of Naval troops that was in full 
duty status to exclude accidental variations. 
To attain these conditions it was our good 
scientific fortune when, through the permis- 
sion and interest of Lt. Comdr. Robert R. 
Deen (MC) USN, the then executive officer 
of the U. S. Navy Corps School, U. S. Naval 
Hospital, Porthmouth, Virginia, we were 
permitted to survey psychiatrically a group 
of 750 men, petty officers, at the Hospital 
Corps School. This group of men were all 
in training for independent duty as pharms 
cist mates aboard small ships. 
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All these men had had long naval service 
and all were on active duty. None of them 
were in patient status and none were on lim- 
ited duty. When this study was undertaken 
the group was assured that no matter what 
our findings the results would not be used 
to put any man on the sick list nor would 
any of the results be entered in his medical 
(health) record. Of the group of 750 men 
we found that 435 had seen “duty” in com- 
pat or had had long overseas duty in combat 
areas. All of this group had had a minimum 
of 18 months overseas service and over 90% 
had had 2 to 4 years overseas service. They 
had been returned from the combat areas to 
the United States from 3 months to 2 years. 

To examine our cases for the combat fa- 
tigue syndrome we used two “check” cards. 
We had found that the use of these cards 
shown in Figures I and II insured uniform, 
reliable and relatively complete data about 
each individual sailor or marine. It will be 
noted that startle reaction, increased sweat- 
ing, combat dreams and nightmares, sleep 
disturbances, tremor, and somatic com- 
plaints were listed on the first card, and the 
second card presented a complete series of 
psychiatric symptoms which each man was 
asked to check with the examiner by “yes” 
or “no” answers, or “sometimes” or “part 
of the time.” The “‘yes” answers were indi- 
cated by a dash and “part of the time” as a 
plus cross mark. The examination was pat- 
terned so that intelligent Hospital Corps per- 
sonnel could assist with the examinations of 
so large a group of men. The method had 


been repeatedly checked against a more elab- 


orate method of interrogation by the custo- 
mary question and answer of a formal men- 
tal examination and history taking and was 
found to be reliable. The two cards pre- 
sented in the figures represent one actual 
case of hospitalized combat fatigue. 

We examined this group of 435 men by 
the use of these check cards for symptoma- 
tology of the combat fatigue syndrome. We 
examined the cards and separated the 
graded responses into four groups: 1) Mod- 
erate to severe symptoms, 2) mild to mod- 
erate symptoms, 3) mild symptoms, 4) neg- 
ative for symptoms. 

We found that 63% of the group or 274 
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of the 435 men, had symptoms of combat 
fatigue; 54% or 233 could be graded as hav- 
ing moderate to severe symptoms. Only 37% 
of the group or 161 were symptom-free. It 
would appear from these results that 2/3 to 
3/5 of the men returned from combat or 
combat areas have a definite psychiatric dis- 
ability of the combat fatigue syndrome. The 
symptoms although definite and clear cut 
were obviously not of the severe incapaci- 
tating sort because all of these men were, 
as pointed out above, in duty status at the 
time of the examination. It should be noted 
that this study was begun in June 1945 be- 
fore the end of the Japanese war but was 
not completed until after the last of August 
1945, after the Japanese surrender. 

The number of cases, although large 
enough to be significant for the determina- 
tion of percentage figures of the incidence 
of the combat fatigue syndrome was not 
large enough to make any correlation be- 
tween the severity of symptoms and the fac- 
tors of age, length of time since return from 
combat, or the length of service. 

The clinical picture of combat fatigue is 
in many respects similar to affective or 
mood disturbances seen in the civilian popu- 
lation in a non-war period. The differences 
between similar civilian affective psychiatric 
disabilities and the combat breakdowns lie; 
to our way of thinking, in the prominence 
and prolongation of certain of the symptoms 
which tend to make the clinical picture of 
combat fatigue distinctive. 


Irritability is well known as an accom- 
paniment of depression or elative excitement 
in psychoneurotic affective states developing 
in peace times, but its almost universal ap- 
pearance in massive amounts in what ap- 
pears to be a “pure” emotional disturbance 
in combat fatigue cases is striking indeed. 
The irritability, resentment, and hostility in- 
creasing to attacks of rage with the develop- 
ment of severe paranoid attitudes appears 
to be unique for the combat fatigue syn- 
drome. We have suggested that the expla- 


nation for this symptom lies in the provoca- 
tive etiology of the syndrome. The depres- 
sive reactions of non-war life are often pre- 
cipitated by depriving circumstances such 
as loss by separation or death of a loved per- 
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son, or loss of money, job, or prestige, or the 
failure of a love relationship; whereas in 
combat cases the disability is precipitated 
or conditioned not only by deprivation, but 
by intense continuing boredom, prolonged 
expectation of danger to life, or the actual 
experiencing of disaster as in sinkings or in 
battle with tremendous loss or wounding of 
personnel. 

It is our ‘belief that the response to depri- 
vations tends to be pathologically prolonged 
depression; to boredom and absence of nor- 
mal emotional satisfactions, irritability and 
anger; and to danger or its prolonged expec- 
tation, it tends to be prolonged fear or anger. 

Anxiety attacks are also well known in 
the civilian anxiety neuroses or anxiety de- 
pressions but they are more likely to occur 
in attacks of short duration. In the combat 
cases, the palpitation, sweating, flushing, 
tremor, and feelings of unreasonable fear 
are prolonged and almost chronic in the 
sense of being present for days or weeks or 
months-on-end instead of in the short, mi- 
nute-persisting attacks. Finally, the rest- 
lessness of the combat cases is not paral- 
leled in any approaching quantity in civilian 
cases, except in the severe major psychotics. 

In view of the fact that we regard the 
combat fatigue syndrome as a pathological 
emotional response to prolonged exposure 
to danger or the prolonged expectation of it, 
we would have naturally expected to see the 
emotional disturbances of combat fatigue in 
physically wounded troops as well as in 
those who escaped injury. To establish 
whether this point is true or false is im- 
portant because there was a theory promul- 
gated by psychiatrists in the First World 
War and maintained for a long period in this 
war that the purpose of the neurosis was to 
escape the danger of the combat situation 
and that the psychiatric disability or neu- 
rosis served this purpose. If, on the other 
hand, the sailor or marine were wounded 
sufficiently to be evacuated, then there was 
no purpose in the neurosis, and that there- 
fore a neurosis did not develop in wounded 
combat troops. 


In discussing this questionable belief with 
several members of the surgical staff of the 
U. S. Naval Hospital at Portsmouth, Vir- 
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ginia, especially with medical officers who 
had been in the combat areas, I found that 
they shared my belief that combat fatigue 
syndrome was in no sense limited to non. 
injured troops. Through the cooperation of 
the Chief of the Surgical Service of the y. Ny 
Naval Hospital at Portsmouth, Virginj 

Captain John Schmoele (MC) U.S.N.R., we 
were given permission to examine an y, 
selected group of 100 cases of orthopedic 
and surgical combat injuries. The entir 
number had combat sustained injuries ang 
none of them had been seen in psychia. 
tric consultation or were on the psychiatric 
service. They were cases awaiting discharge 
or return to limited or full duty. The gg. 
aminations were done in the same manner ag 
the hospital corps school cases, but in addi. 
tion reports on the patients’ behavior were 
also obtained from the corpsmen and nurses 
taking care of them. 














On review of the 100 cases we found 59% 
could definitely be said to have combat fa- 
tigue and 41% without symptoms of suff- 
cient severity to warrant a diagnosis. Of 
this negative group only 16% were con- 
pletely symptom-free. The remaining 25% 
of the negative group showed some isolated 
symptoms such as excessive sweating, rest- 
lessness, mild depression, loss of appetite, 
tremor, excitability, and slowing of speech 
and thinking. 


We decided to check on the validity of 
our conclusions by examining a group of 
men in the military service who had not been 
exposed to combat or operational experience 
but who had been subjected only to the 
strains of military life in a war period, with 
the uprooting from civilian life and the sep- 
aration from family, loss of civilian com: 
forts, regimentation in the military organi- 
zation, and the much more remote and ill 
defined feelings of threat to life that all men 
in the service were bound to feel even if they 
had not as yet been in a combat area. It. 
Comdr. Dean made available 146 men who 
were students at the Corps School but had 
not been overseas. (Because of the termi- 
nation of the school period 119 men of the 
original 700 had departed on orders.) Of 
these men only 12% had had less than 2 to 
4. years of service and all had had at least 18 
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months service. 


It was anticipated that 
some of these men would show some psy- 
chiatric disability as the result of the emo- 
tional strains noted; 65% or 94 of the 146 
men, however, were symptom-free and clas- 
sified as negative; 26% had some symptoms 
put only 7% were classified as moderate to 


severe Cases. ; 
For those observers who viewed the “com- 


pat fatigue” reaction as an “unconscious” 
device to escape the combat situation, there 
will need to be some revision in thinking 
because it is now clear that the abnormal 
personality alteration manifested by affec- 
tive anxiety, anger, and depression did not 
yield to the simple expedient of removing 
men from combat, or discharging them from 
the armed forces, or permitting them to re- 
turn to civilian life at war’s end. As soon 
as men began to be discharged, on points, 
without benefit of more than a rapid sepa- 
ration examination, cases of the “combat 
fatigue reaction” (anxiety, anger, depres- 
sion or elation, etc., with persistence of ex- 
cessive sweating, flushing and tremor) be- 
gan to appear on all sides. Everywhere one 
went, people who were charitably sensitive 
to, and aware of, psychologic abnormality, 
reported cases of psychologic alteration in 
the returned overseas service men. This was 
as true of the ex-officers as the ex-privates 
first class, or the seamen second class. The 
emotional disturbance seemed to affect the 
G.I. civilians in all stations of civilian life 
from servants and clerks, to major execu- 
tives. I refer now not to ex-service men who 
were drawing disability pensions or who 
were discharged for medical reasons, but to 
men separated because of length of service. 

More recently, as a neuropsychiatric con- 
sultant to the Veterans Administration, I 
have had opportunity to interview a number 
of World War II veterans who are now be- 
ing examined for a variety of reasons—to 
determine whether they are now sick or 
whether they have as severe a disability as 
when they were discharged for neuropsy- 
chiatric disabilities, or because they were 
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wounded in action. In a large proportion of 
the cases the same syndrome of the so-called 
combat fatigue is present in varying de- 
grees. Some patients report that the symp- 
toms did not develop before they returned 
to the States, and in some cases the anx- 
iety, irritable, angry, depression or elation 
state did not. appear until after separation 
from the service. Some of these patients 
report improvement, many report a station- 
ary status, and some report aggravation of 


symptoms. 


There are those who still would have us 
believe that money benefits are keeping 
these men sick. I doubt that even the most 
skeptical medical man would believe that it 
was possible for a dull normal mentality, or 
even ordinary college graduate to “make up” 
this syndrome with its characteristic multi- 
form symptoms. To my mind, it is even 
more difficult to conceive that a man with 
adequate courage and stamina to go through 
service training and survive the experience 
of combat would be wittingly or unwittingly 
willing to remain sick, be unable to work, 
and let his family be economically at the 
marginal subsistence level, in order to re-. 
ceive $50.00 or $60.00 a month pension. Let 
the unsympathetic be aware that very few 


_ neuropsychiatric disabilities rate more than 


half disability. 


The evidence presented in this communi- 
cation is presented to show that the abnor- 
mal psychologic and psychosomatic disabil- 
ity known as combat fatigue did occur in a 
very large proportion of Naval combat 
troops, that it did not necessarily in most 
cases interfere with effective military serv- 
ice, that it was present in a large percent- 
age of combat wounded troops, and that it 
was not automatically cured by removal 
from the combat area, or return to the 
United States or by discharge from the serv- 
ice. Evidence is now coming to hand that 


the disability in many cases is still severe 
and protracted and in need of careful, pro- 
longed treatment. 
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Check Cards Used for Examination Data 


FIGURE I. 








N-P Form No. 10 COMBAT FATIGUE DATE: 12/21/44 MO Initials LR RELIGION: Prot, 

NAME: RATE: Cpl. USMCR_ SN: 444-502 YEARS OF SCHOOL: 1 
JN: 150294 

AGE: 23 DATE OF ENLISTMENT: 8/24/42 LENGTH OF SERVICE ON ADMISSION: 2% yrs, 

MS: SMD — YEARS: CHILDREN: 

HOME ADDRESS: Michigan 


ADMITTED TO SICK LIST: 11/14/44 DIAGNOSIS: Fatigue, Combat PLACE: 3rd Motor Trang 
Bn. Ser. Trps. 3rd Marine Diy, 


ADMITTED TO THIS HOSPITAL: 12/18/44 DIAGNOSIS: FATIGUE, Operational FMF, Inthe Field 


DISPOSITION: DIAGNOSIS: Psychoneurosis, Mixed Type 
TO: Survey 4/21/45 
Bougainville, 
COMBAT DUTY: Solomons, Guam, SHIP: Wharton LST 170 SURVIVOR: No 
Marianas LST 125 
CLINICAL REMARKS: Yes SLEEP: Disturbed DREAMS: Yes 
MOOD: IRRITABILITY: Yes TREMOR: Yes 


SOMATIC COMPLAINTS: SWEATING: Yes ANXIETY ATTACKS: Yes 








————. 
—— 





FIGURE II. 
Name B , Cc Date 21 Dec. 1944 

AFFECT: MECHANICS: CONTENT: 

Sad —Slow in talking +Stomach 

Depressed —Slow in thinking + Headache 

Downhearted —tLoss of appetite Backache 

Down in mouth Diurnal variation Pains in 

Low Worse in morning chest 
—Low spirited — afternoon heart 

Disgusted —Poor memory legs 
—Blue —Loss of sex interest arms 
—Lonesome —Loss of concentration Vomiting 

Gloomy —Unable to read Nausea 
+ Homesick —Fatigability —Palpitation 
—Sensitive + Weakness —Suffocation 
—Uneasy Blank spells Choking 

Feel like crying Loss of interest Dying 





Anxious —Loss of pep +Difficulty in breathing 
Don’t care Loss of ambition Guilt 
—Worried —Staring into space No good 
—Feel dull —Restless Coward 
—Unhappy Confusion Deserter 
Afraid —Mixed up —Slacker 

Elated Agitated 

Full of life Full of plans 

Very enthusiastic Full of life 

Full of jokes Indecision 
Pn COMMENTS: 
+ Angry Happy periods in morning 
—Irritable 
—Happy period 

Silly 

Cheerful 

Buoyant 


High spirited 
Period of kidding 
Peppy periods 


LEGEND: Yes —; Sometimes +. 
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Treatment Methods in the Teaching of P sychiatry 


DON P. Morris, M.D. 
Dallas, Texas 


The Methods 

It has been frequently said that psychia- 
trists should adopt a therapeutic attitude 
toward those who work with them. The wis- 
dom of using the same tact and thoughtful- 
ness with these people as we have learned 
to use with our patients is self-evident. Ex- 
periences reported in this paper were with 
enlisted men who served as assistants in the 
psychiatric section of an evacuation hospi- 
tal. It is an attempt to record accurately 
and in some detail the specific methods em- 
ployed by the psychiatrist and their effect 
on the people who were helping him in his 
work and the eventual effect on the patients. 
The fact that these men were for the most 
part limited in their technical qualifications 
forced the instruction to be elementary and 
simple in order to be effective. In addition 
to this, the personal relationships had to be 
closer and more real because of the informal 
living conditions in the field. Feelings of 
inferiority on the part of the assistants be- 
cause of their technical limitations were an- 
ticipated. Such feelings would keep them at 
a distance from the psychiatrist and would 
keep them from taking active part in the 
treatment of the patients. Accordingly, such 
feelings were treated before they developed. 


The methods outlined here are in no way 
intended as a substitute for more compre- 
hensive training of psychiatric personnel, 
but are believed to be important in the basic 
training of all personnel working in the field 
and they have a value in themselves in the 
absence of personnel without other training 
and experience. 


The enlisted men concerned, with one ex- 
ception, had no better than high school ed- 
ucation. They did not even have the mini- 
mum qualifications for military psychiatric 
social workers. There was a big job to be 
done and all available personnel had to be 
used and trained as well as possible. Nev- 
ertheless, there is an advantage in training 
one’s own assistants in that they do not have 
preconceived theoretical ideas. Lt. Col. Mur- 


ray’ found that there were advantages 
in the omission of comprehensive study of 
such subjects as neuroanatomy, neurophys- 
iology and neuropathology in the emergency 
training of medical officers for psychother- 
apy. 

The work of the enlisted men was built 
around a sergeant chosen principally for his 
thorough reliability, gentleness, and honesty 
in the management of patients. He had had 
two years’ experience as an attendant in a 
state hospital, was of average intelligence, 
and had a high school education. Continued 
experience showed the importance of these 
character traits in contradistinction to tech- 
nical qualifications. Another man who was 
intellectually far superior proved to be a 
complete failure because of lack of these 
traits. The importance of character in the 
selection of personnel cannot be overempha- 
sized in any situation, but it is probable that 
its value is particularly apparent in military 
life where there are trying experiences of 
moving, boredom, and exposure to the 
stresses of combat. 


Some psychiatric orientation was given to 
all the technicians in the hospital—a total 
of six hours of lecture and six hours of dem- 
onstration. It was at this point that the 
group selected to help in psychiatry re- 
ceived their first mark of distinction in that 
they were included as instructors for the 
rest of the group. They gave demonstra- 
tions in the administration of sedatives, use 
of restraint, procedure for lumbar puncture, 
and preparations of solution for intravenous 
injection. They were consulted as to the 
plans for operation of this section of the 
hospital during combat. 


The classroom instruction emphasized 
that their help would be acutely needed be- 
cause the demands of the work would be 
greater than could possibly be met by one 
individual. They were told that psychiatry 
mwas no mysterious thing, that their formal 
knowledge of the subject was relatively un- 
important in the management of patients. 
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They were taught that diagnosis was a mi- 
nor consideration from their standpoint, 
that they could successfully handle and treat 
these people if they regarded them only as 
individuals with problems. They were told 
that whether we understood or not, there 
were always reasons for abnormal behavior 
and for the emotional reactions of the pa- 
tients. Their respect for an individual with 
psychoneurosis was built up by pointing out 
that under sufficient stress even the well ad- 
justed person will show signs of breaking. 
Previously recorded military experiences, 
particularly those by Hurst* were very use- 
ful in this connection. 


They were given a simple history outline 
to follow consisting of four parts: 


1. The story of the present illness. 


2. Adaptability to military life in general; 
specific personal relations and problems in 
the company. 


3. Physical factors: 


fatigue, exposure, 
type of rations. | 


4, Civilian background: past and family 
histories. 


They were instructed in the exact tech- 
niques of history taking. They were cau- 
tioned to simply record whatever the pa- 
tients might tell them as this was a great 
time saver for the psychiatrist, as indeed it 
proved to be. They were taught that part 
of their function would be to observe the 
behavior and remarks of the patient 
throughout the day; that they did not need 
to worry about interpreting them, but sim- 
ply record them for the psychiatrist. They 
were encouraged to listen to the patients at 
any time. When a patient was upset they 
were to sit down with him and encourage 
him to talk, telling him that they were help- 
ing the physician learn more about his case. 

Instruction in diagnosis was limited to 
the fundamental differences between simple 
adult maladjustments, psychoneurosis, psy- 
chopathic personality, and psychosis. This 
work was supplemented with a few reading 
requirements.* * ° 

The therapeutic value of history taking 
was explained to them in that it allows the 
patient to unburden himself. They were 
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taught the value of keeping calm and rep 
tive during the interview and keeping thei, 
own feelings out of the dealings with thp| 
patient. Specifically, in the military sity, 
tion there is often a feeling of revenge and 
envy for the individual who is out of action 
because of a psychiatric illness. Insight on 
this particular point was developed in ay 
the assistants. Again they would be distin. 
guished from the other technicians in the 
hospital by their freedom from prejudice | * 
and would be a source of strength and help. . 
fulness to the patients. The responsibility of t 
their first contact with the patient and the } 2 
fact that their relationship set the pace for 
the cooperation that was to be expected from | * 
the patient later, were pointed out. It was 
explained that for the most part these pa. 
tients had told their stories elsewhere, often 
meeting with an attitude of ridicule and ip. 
difference; that as historians, they would 
not only have to develop a good feeling with 
the patient but would also have to overcome 
the effects of previous experiences. Thus it 
is believed that they developed a feeling of 
importance in relation to this job. It be. 
came more than simply a routine task. They 
were told repeatedly that their own attitude 
and behavior toward the patient was the 
predominant factor in his treatment, the 
most important factor in his immediate en- 
vironment, and much more important than | , 
any technical knowledge that they might § , 
have. In order to condition this attitude for 
combat experience, the differences between 
cowardice and mechanisms of psychoneuro- 
sis were brought out. They were also given 
some preliminary instruction in simple tech- 
niques of treatment, like reassurance and 
suggestion. 
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The Results 

The histories taken by these ward men, 
while possibly not the finished product of 
those more highly trained, proved to be of 
great practical value. They were always 
available on the same day the patient was 
admitted. Information was obtained not 
only from the patient but when necessary 
was checked by objective data from the com- 
pany, and an average of one individual from 
the company was seen for every patient ad- 
mitted. 
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The spontaneous written account by one 
of these assistants was often sufficiently 
characteristic to permit the physician to 
make the diagnosis rapidly. This was par- 
ticularly true of the anxiety psychoneurosis 
developing in the asthenic overdependent in- 
dividual. A characteristic anxiety with the 
background of previous dependency or neu- 
rosis was obtained just as rapidly and accu- 
rately by these men as it could have been by 
anyone else. They simply wrote down what 
they saw and heard. The following cases 
are illustrative of this: 


“Main trouble is headaches that run around his 
head as if he had a steel band there. Feels like a 
pall of fire.” 

“when he came overseas he was afraid of being 
shell shocked. He jumped at every noise, especially 
at night. He was known in his company by the 
nick name ‘Bundle of Nerves.’ Was unable to hold 
his rifle still enough to shoot it. Almost threw a 
grenade at his buddie’s machine gun when it fired 
on a wild boar. When he goes to sleep at night he 
is shaky, wakes up again, and it seems as if some- 
thing has hold of him. Heart seems to jump and 
it feels as if pins were pricking him and he would 
get numb. Has torn his hammock many times 
when asleep and there was an air alert, trying to 
get out in a hurry. Unable to remain at a movie in 
the evening. Upper part of his abdomen would 
quiver and arms would shake and he felt like he 
had a big lump in his throat.” 


Descriptions like this one of the precipi- 
tating event in a soldier’s neurosis show a 
direct relationship between the symptoms 
and the immediate causes: 


“They had lived for more than three weeks in 
fox holes eating C rations after the Japs broke 
through the perimeter. On one occasion he and 
eight ‘other men were pinned down under enemy 
machine gun fire. Two of his best friends were 
killed, two others wounded, and the patient got 
three bullet holes through his jungle pack. He was 
Shaky and nervous and unable to sleep all that 
night.” 


Duration of neurosis under these circum- 
Stances was of the utmost importance in 
making rapid decisions. Even a brief report 
like this gives the essential facts. 


“Nervousness, stomach trouble, head pains. He 
took pills when he was twelve years old for two 
years. Doctor gave them for his nerves. Quit 
School because he couldn’t get along. Jumped off 
the handle easily, self-conscious, scared most of 
the time. When coming home from work at night 
was frightened.” 
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They were likewise able to get decisive 
data from the family history and this infor- 
mation was believed to be reliable because 
they never asked any direct questions in ac- 
cordance with their previous instruction. 
Thus their histories were often incomplete 
and did not cover any outline, but the data 
recorded could be depended upon to be real. 


Th histories often brought out dynamic 
factors of great value in understanding the 
case. It will be noted in the following in- 
stance that the important relationships come 
out spontaneously, the arrangement of 
events following the patients own associa- 
tions: 

“At age of six patient had headaches, got glasses, 
and symptoms disappeared. All of his life he has 
had an excess of nervous energy, gets headaches, 
gets shaky. When at the academy he hated mili- 
tary training; did not take honors at graduation on 
account of this. Mother has supported the boy. 
She needs her son, not for her support, but to help 
her take care of a large amount of business. This 
worries the patient a great deal. Mother is very 
nervous at night, will not stay in the house. Mother 
has insomnia because she fears something will hap- 
pen because there is no one else in the house. The 
patient thinks constantly of this. Father died of 
heart failure after being broken up by loss of wealth 
during the depression. Patient says that he is very 
much attached to his mother and worships the 
ground she walks on.” 


In our attempts to have complete data on 
patients, it is more than likely that we often 
miss the spontaneous quality that is present 
in this type of history. Similarly, sponta- 
neously recorded events from a _ patient 
would lead to the diagnosis of psychopathic 
personality or psychosis. For instance, the 
following paragraph gives a great deal of 
information: 

“I take things and don’t want to do it; don’t 
know why I do it. Patient doesn’t appear to think 
well or know what to say but means well and tries 
to cooperate. He says, ‘I wish I was closer to God.’ 


He believes he has been bad and done evil things 
and wants to straighten them out.” 


Errors that were made by the psychiatrist 
in the diagnosis and disposition of patients 
proved an especially fruitful source of in- 
struction. When such a situation arose, they 
would be called together, the error faced 
frankly and plans made to avoid it in similar 
cases. It was particularly stimulating when 
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it could be shown that more careful use of 
the history by the physician might have pre- 
vented the mistake. One patient was re- 
turned to duty with the unfortunate diagno- 
sis of simple adult maladjustment, and sev- 
eral weeks later made a serious suicidal at- 
tempt. A careful review of the history 
showed the following notations which had 
been made by the enlisted man: 

“He just feels that he can’t go on any longer. He 
speaks in an almost inaudible voice with his head 
down. He feels that he is no good. He does not 
make sense to himself and says that he is tired of 
living; has worked too hard all of his life.” 

It is of considerable interest that without 
any formal training in abnormal psychology 
or psychopathology these men produced sim- 
ply by direct observation very adequate de- 
scriptions of thinking difficulties, psychomo- 
tor retardation, and depressive attitudes. 

In order to check on the instruction, it 
was sometimes possible to get the patients 
to talk about the men who handled their 
cases on the wards. They frequently com- 
mented about their helpful attitude. The 
assistants at the end of their experience 
were asked just what they did to help their 
patients and the most frequent reply was, 
“We tried to make them feel at home. We 
tried to let them know they were wanted 
here.” Patients felt free to question the men 
very frankly and directly and would often 
ask very pointed questions about the psy- 
chiatrist, such as, “What kind of guy is he?” 
Thus it will be seen that the assistants did 
play a very important role in the relation- 
ship between the patient and physician. 

Even more specific instances of their ther- 
apeutic role can be cited. There was one 
- ease in which a young soldier of excellent 
reputation accidentally shot his best friend 
one night while they were in the front lines. 
Following this accident, he developed a hys- 
terical motor storm and then completely lost 
the ability to speak or write. The sergeant 
in charge of the ward and his assistants did 
the bulk of the treatment with this man. 
When the patient approached him, the ser- 
geant told the patient that this was defi- 
nitely an accident and it was something that 
probably happened every day overseas and 
that he should not feel it was his fault. Ser- 
geant established contact with other enlisted 
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men in the company and was able to re. 
assure the patient on the basis of his direct 
efforts that he was wanted as much as eye, 
in his company and that they were look 
forward to his early return to duty. In ag. 
dition, the men spent much time teachj 
this patient to talk and write again, tel; 
him that because of his emotional upset he 
had temporarily lost the use of his speech 
and that with a little help he could quickly 
learn it again. When he made gestures foy 
things he wanted, they encouraged him to 
say the word for it. His need for compan. 
ionship was great and during the more acute | - 
phase of his illness his dependency on others 
was marked. They met this need by going 
with him to meals and shows and by inyit. 
ing him for an evening to their own tent to 
meet some of the other men in the detach. 
ment. They took him with them on a visit 
to see a patient who had recently been sent 
back to duty. As he improved, he still lacked 
confidence in facing others but they helped 
him overcome this by first having him work 
on the ward and a little later they persuaded 
him to do some duties around the hospital, 
On follow-up this patient returned to active 
combat duty and was quite well six months 
later. 


There were numerous instances in which § - 
definite therapy by catharsis was carried on}. 
by the assistants. One patient in the depres. § 
sive phase of an early schizophrenia esa 
from the hospital and made a suicidal at- 
tempt. On returning to the ward at nine 
o’clock in the evening, the night man had 
noticed his condition and encouraged the pa 
tient to come up to the desk and talk to him 
As a result of this, the patient poured out 
a long story concerning his deepest conflicts, 
difficulties with parents, attitude toward sex- 
ual matters, intense religious problems, ete. 
Following this, patient was able to sleep. 
His mood and appearance were markedly 
improved the next day and his evacuation 
was definitely made easier by this treatment. 

Continuous attention was given to ind: 
vidual differences in the men working on the 
wards. No attempt was made to fit them all 
into one pattern. Some men did not fed 
suited to taking histories. Assignment was 
left in the hands of the sergeant. One of 
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the corporals who had been in business in 
civilian life had an excellent manner but did 
not like to take histories in a formal inter- 
yiew. Hence, he was placed in an adminis- 
trative capacity over the two wards in 
charge of property requisitioning, etc. An- 
other corporal who had had a course or two 
in psychology and was rather academic in 
his outlook was particularly adept at histo- 
ries, but not nearly so capable at mixing 
with patients and directing their activities. 
He was given special recognition in his role 
as historian and was given more advanced 


reading to do. 

One of the night men was particularly 
alert in observing patients’ behavior and his 
contributions along this line were always 
given recognition on ward rounds the fol- 
lowing morning. He kept a record of sleep 
disturbances throughout the night. He like- 
wise kept records on a patient who stated 
that he had scratched his hands constantly 
at night and another who was worried about 
breathing difficulties. The information so 
obtained was very useful in later discussions 
with the patient. Another man was partic- 
ularly adept at bedside visiting, talking to 
the patient about various things aside from 
their illness, and diverting them temporarily 
from their anxieties. Two men with the 
least education in the group nevertheless 
had special ways of helping. One of them 
used to have regular sessions at night at 
which the boys passed away the evening in 
pleasant conversation. Even though he was 
quite limited in intelligence, he was particu- 
larly jovial and a good mixer. Another one 
liked to work with wood and to make jew- 
elry. He built a great deal of furniture for 
the ward and in addition aroused the inter- 
est of many patients in working with metals 
and helped them carry out various projects 
on the ward. All the men were always in- 
cluded on ward rounds and their contact 
with the patient was discussed and they 
were asked for suggestions and ways in 
which they might help the patients. 


The men assisted in a program of treat- 
ment for anxiety psychoneurotic patients 
Who were being evacuated. This group of 
patients, who were extremely conscientious, 
all showed an important superimposed con- 
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flict between their desire to stick by their 
friends in the company and the needs of 
their illness. The character of these patients 
had been emphasized repeatedly to the men 
throughout their training. This particular 
conflict was now explained to them and 
methods of reassuring the patients outlined 
to them. They carried out much of this 
work informally excepting in instances 
where there were some complicating factors. 
They expressed to the patients the belief 
that they had done their very best in the 
company, that they were handicapped with 
their emotional difficulties just as if they 
had injured an arm or leg. They were told 
that they would get better but that condi- 
tions were not right at this time. Probably 
of much greater significance than these ex- 
planations was the fact that these ward men 
did accept the need of the patients for evac- 
uation and therefore were in a position to 
demonstrate the fact that there was no bit- 
terness on the part of other enlisted men. 


After the hospital closed an extensive fol- 
low-up study was planned to cover a period 
of several months. The psychiatrist visited 
three general hospitals obtaining informa- 
tion on cases that were evacuated. The ser- 
geant was placed in charge of a follow-up of 
the men who had returned to duty. He and 
his assistants visited the companies, talked 
to the patients themselves, and also inquired 
from a first sergeant or company comman- 
der about the man’s adjustment since his 
return from the hospital. When these re- 
sults were tabulated, all the men who had 
worked on the ward were called in and cases 
were reviewed individually from the stand- 
point of results of treatment. The record in 
our hospital for this period of functioning 
was not striking in terms of the number of 
men sent back to actual combat duty. The 
results were measured in different terms. Of 
ninety cases that were evacuated to general 
hospitals as not fit for combat duty, only 
six or 6.6% were returned to full duty by 
the psychiatrist in those hospitals. Of fifty- 
three cases sent to duty from our own hos- 
pital, forty or 76% were performing their 
duties in the immediate area after three 
months without need for additional treat- 
ment. 
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Summary 

The educauonal limitations of psychiatric 
assistants in the Army and the informal at- 
mosphere of living together in the field 
brought into clearer focus elementary teach- 
ing methods. Close personal relationships 
between the psychiatrist and his assistants 
were unavoidable as were the relationships 
between the assistants and their patients on 
the other hand. It is believed that the more 
formal teaching of civilian life could well be 
stimulated and enlivened by some of these 
methods. 


Feelings of inferiority on the part of the 
assistants because of their technical limita- 
tions were anticipated. Such feelings would 
have kept them at a distance from the psy- 
chiatrist and would have kept them from 
taking part in the treatment of the patient. 
Accordingly, such feelings were treated be- 
fore they developed by the following meth- 
ods. Repeatedly and sincerely, it was em- 
phasized to these men that they were actu- 
ally needed, that the work could not possibly 
be done without them. Secondly, all the 
mystery and big words were taken out of 
psychiatry. Patients were presented simply 
as human beings who had problems in think- 
ing and feeling, nothing more and nothing 
less. Very careful attention was paid to the 
individual differences in their abilities and 
they were utilized on the wards according 
to what they could do with a sense of: com- 
fort and not according to any preconceived 
notions of what their jobs should be. Es- 
pecially effective was drawing to their at- 
tention errors that were made on the part 
of the psychiatrist in the diagnosis and dis- 
position of patients, particularly when it 
could be shown that more careful use of the 
history by the psychiatrist might have pre- 
vented the error. They were repeatedly 
given credit for helping in the diagnosis of 
a patient on the basis of histories which 
they had taken. 

The results of training of this type are 
presented with case material in terms of as- 
sistance in rapid diagnosis and disposition 


and the proper treatment of patients he 
evacuated, in the rehabilitation and ret 
of patients to duty, and in the follow-up 
treated cases for the observation of acty 
results. They were given a simplified og 
line for history taking and their histopig 
were notable for accurate observation, ye 
cording, and for the quality of spontaneity 
and are singularly free from preconceiya 
theoretical ideas and interpretations. They 
had a number of very constructive dire 
therapeutic experiences with patients which 
are illustrated and which seemed to be bage | 
entirely on the fact that they had learned 
the need of the psychiatric patient for gocia} 
acceptance, that they had learned objectiyj 
in relation to the mixed-up feelings of the 
patient. Technical limitations were no hap. 
dicap in learning the psychotherapeutic arts. 
of reassurance, suggestion, and building the 
ego of the patient. Continued experience 
with these men showed the importance of 
their character traits in treatment in con. 
tradistinction to their technical knowledge, 
Interest, willingness, a sense of participa! 
tion, and instruction that was simplified so 
as not to confuse them proved very effective, 
It seems likely that in the mass development 
of sciences related to psychiatry we may 
sometimes overlook these fundamental 
points. a 
REFERENCES 
1. Pvts. Hurvitz and Kramer, The Enlisted Man ag 


a Psychiatric Aide, U. S. Army Med. Dep. No. 86, 
No. 79, Mar., 1945. ; 


John M., Psychiatric Evaluation of 
Those Returning from Combat, J.A.M.A. 126, 148 
1944. 


. Hurst, Sir Arthur, “Medical Diseases of War,” 
Baltimore, William and Wilkins Co., 1940. 
I. “The Art and Practice of Psychiatric Exam 
nation,” N. Y., The MacMillan Co., 1936. 


. Murray, 


. Appel, K. E. and Strecker, E. A., Practical Ex: 
amination of Personality and Behavior Disorders, 


. Hart, B., “The Psychology of Insanity,” Came) 
bridge University Press, 1925. j 
. Read, C. F., Managing Officer, “A Manual for 
State Hospital Attendants,” Elgin State Hospi) 
tal, Dep’t Public Welfare, State of Illinois, Patt 
II, Chapters 6, 7, 8. 4 





